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A New Book! 
CECIL'S SPECIALTIES in GENERAL PRACTICE 


This new book is something every physician has 
wanted for a long time. 


\Vritten by 14 specialists, it has been organized and 
edited by Dr. Cecil so as to give you the information 
you need on which cases to refer, which to manage 
yourself, and how to manage them. What the prac- 
titioner should do for the patient after he has been 
discharged by the specialist is also pointed out. One 
of the important features of the book is the constant 
emphasis on danger points—symptoms, signs or find- 


Ww. B. SAUNDERS COMPANY 


ings that indicate the possible existence of cance: 
or other very serious disease. 


The individual discussions are concise and to the 
point, with detailed instructions on “‘semi-specialized”’ 
technics given in a step-by-step fashion and care- 
fully illustrated. These illustrations, with some ex- 
ceptions, were all made just for this book. 


By 14 Specialists. Edited by Russert L. Cecit, M.D., Professor of 
Clinical Medicine, Emeritus, Cornell University Medical College. 818 
pages, 7” x 10”, with 470 illustrations. $14.50. New 
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GENTLE RELIEF... 
WITH 


4 
Prompt action-—that is what patients like about 
Sal Hepatica. When Sal Hepatica is used, there is no laxative lag, no feeling 
of discomfort that persists for hours when slower-acting laxatives are taken. 
Taken one-half hour before dinner laxation or catharsis occurs before bed- 
time. Taken in the morning, one-half hour before breakfast, the patient gets 
relief usually within one hour. 
Though the laxation is prompt, it is gentle, too. With proper dosage there 
is no griping, no abdominal cramping. Furthermore, antacid Sal Hepatica 
ive also combats gastric hyperacidity which so often accompanies constipation: 
i? And the dosage is flexible. It may be adjusted to fit the need of the indi- 
me vidual. A cathartic, laxative or 
" aperient effect may be achieved 
a by a simple regulation of the 
amount prescribed. 
APERIENT 
LAXATIVE 
A GENTLE, SPEED : 
Antacid Laxalll 


BRISTOL-MYERS PRODUCTS DIVISION 
BRISTOL-MYERS COMPANY + 19 WEST 50 STREET * NEW YORK 20, N.Y. 
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what do you look for 
in an x-ray machine? 


is it value > 


Rightly, you regard the purchase of an x-ray machine as a long-term invest- 
ment. You'll get year after year of faithful service from a Picker machine; 
it’s honestly built of fine materials by painstaking craftsmen, without skimp 
or compromise. 


is it Case of operation? 
The automatic monitor control principle was pioneered by Picker; we have 
led the industry ever since in reducing the complexity and increasing the 
certainty of x-ray operation. Picker machines are noted for the smooth, quiet 
way they run... for the ease with which they “handle.” 


is ita k name you can trust? 


Building fine apparatus is a habit of over half a century's standing with 
Picker. Wherever quality counts...in hospital x-ray departments, in the 
offices of distinguished radiologists the world over, you will find Picker 
equipment highly regarded. And your investment will always be safeguarded 
by an alert service organization which has won an enviable reputation for 
devotion to the customer's interest. 


‘Picker’ machine that you want 


Users say the Picker “Constellation” all you expect 
x-ray table is without peer in the 

range of things it can do, and the 

aw — — it does them. PICKER X-RAY|CORPORATION 

erhaps the nature of your practice i" 

does not require such versatility; 25 Sevth Broadway, White Plains, 
somewhere in the broad Picker line 
there’s a model exactly suited to 
your professional demands. 
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RECOMMENDED Davis’ BOOKS 


MEDICAL AND PHYSICAL DIAGNOSIS 


By Samuel A. Loewenberg, M.D., F.A.C.P. 


New 8th Edition 


Here is diagnosis in living clinical language .. . 
with a longer history of sustained use by practitioners 
and students than any other book in the field .. . 
and including all that is now known to be clinically 
useful for a medical and physical evaluation of the 
whole organism. More than a hundred pages of im- 
portant material have been added in this edition, on 
such subjects as disease producing organisms, the 
collagen diseases, virus hepatitis, arthritis, psycho- 


Clinical Professor of Medicine, Jefferson Medical College 


nics described and illustrated. The normal is strikingly 
contrasted with the abnormal. The author’s descrip- 
tions and illustrations of each disease are unusually 
sharp, clear, vivid. The recent medical advances, the 
new diagnostic aids—all are reflected in this new 
edition. 


“This textbook is enthusiastically recommended as a 
good, practical book on medical and physical diag- 
nosis. The descriptions of signs and symptoms of 


somatic medicine, etc. 


Eighth Edition 1334 Pages 


The orderly arrangement is ideal for ready reference 
work in daily practice. The art of history taking is 
admirably presented. The examination of each part of 
the body is painstakingly explained and the best tech- 


diseases, the meaning of many of the more modern 
laboratory tests, and the interpretation of the many 
newer physical signs, and the diagnostic problems 
related to the many syndromes described are lucidly 
and concisely given.”—Review of Gastroenterology. 


717 Illustrations 41 in Color $13.50 


RECONSTRUCTIVE AND REPARATIVE SURGERY 
By Hans May, M.D., F.A.C.S. 


Second Printing 


SPECIAL NOTE 


The 1951 Revision Service volume 
for the Cyclopedia of Medicine, 
Surgery and Specialties is now 
ready. Should you, as a subscriber 
to the Cyclopedia not have received 
your copy, please advise. 


Publishers 


1914-16 Cherry Street 
Philadelphia 3 


In Canada: The Ryerson Press, 
Toronto 


F. A. DAVIS COMPANY 


Assistant Professor of Surgery, Graduate School of Medicine 

University of Pennsylvania, etc. 

*oreword by James Barrett Brown, M.D., F.A.C.S. 
Operating room instruction in detailed, step by step procedures profusely illustrated by famed medical artists 
working at the operating table, is here provided by Dr. Hans May—one of the world’s most distinguished 
operators in the reconstructive field. This is a modern book, ranging far beyond the limited view that plastic 
surgery is confined to cosmetic repair. Operative techniques not only for defects and deformities of all regions 


of the body but also for such widely diverse fields as injuries of 
blood vessels, defects of the abdominal wall, nonunion of the long 
bones, destruction of the anal sphincter, etc., are so clearly illustrated 
and explained that the general surgeon may readily follow each pro- 
cedure just as though he were watching the operation in the clinic. 
“Ambitious in scope ‘and minute in detail, this volume, in effect, 
provides the reader with an amphitheater seat in the operating room 
where he may witness approved techniques for performing almost 
every type of operation known to reconstructive surgery.”—Plastic 
and Reconstructive Surgery. 


986 Pages 17 in Color 


967 Illustrations 


$15.00 


F. A. DAVIS COMPANY 


Please send and charge my account, 


(payable $ each month) 
Loewenberg—Medical & Physical Diagnosis... .... ... $13.50 
[) May—Reconstructive & Reparative Surgery . . 15.00 
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A single tube... 
complete 
diagnostic 
X-ray combination 


Shifting from radiography to fluoro- 

scopy or back again, is extremely simple. 

As shown, the X-ray tube during hori- 

zontal (or vertical) fluoroscopy is slipped 

into bracket located beneath the table. 
Thus, automatically cen- 
tered, tube and screen 
move freely and easily re- 
gardless of table tilt. 
Tube is positioned over 
table for radiographic 
technics. 


WRITE FOR FREE 
DETAILED LITERATURE 


KELLEY-KOETT MFG. CO. 


201-12 WEST FOURTH ST. COVINGTON, KENTUCKY 
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Now available... 


/ 
a “chemical / | fence” for the alcoholic}. 


‘*Antabuse’’—nearly three years under intensive 
clinical investigation—is now available for the 


treatment of alcoholism. By setting up a sensitizing 
effect to ethyl alcohol, ‘‘Artabuse’’ builds a ‘‘chemical 
fence’’ around the alcoholic...helps him develop a 
resistance to his craving. Its high degree of efficacy 
is confirmed by extensive clinical evidence. 


‘*Antabuse”’ is safe therapy when properly 
administered. However, it should be employed only 
under close medical supervision. Complete descriptive 
literature is available and will be gladly furnished 
on request. 


‘Antabuse’ is identical with the material used 
by the original Danish investigators, and is supplied 
under license from Medicinalco, Copenhagen, 

Denmark. U. S. Pat. No. 2,567,814. 


Tested in more than 100 
clinics...by more than 800 qualified ineditlectere 


Supplied in 

tablets of 0.5 Gm., ..on more than 5,000 patients...and covered by 
peep ty 50 more than 200 laboratory and clinical reports, 
and 1,000. 


j ... brand of specially prepared and highly purified tetraethylthiuram disulfide. 
/ AYERST, MCKENNA & HARRISON LIMITED 
New York, N. Y. Montreal, Canada 


| 
— 
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To encourage normal healing 
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Solution Plain) 
for instance, 


in pilonidal cyst wounds 


Routine postoperative use of CHLORESIUM OINTMENT and So.LuTion (Plain) goes far 
towards overcoming the problem of the slow healing pilonidal lesion. 


In a series of 19 pilonidal cases! treated with CHLoResiuM, 17 “healed 
better and more rapidly than by other methods previously employed.” 
In another study of over 100 cases,? CHLORESIUM produced “... prompt, 
clean healing with firm granulation. Further, the chlorophyll ointment 
immediately eliminates the foul odor often encountered in pilonidal 
wounds and in this respect it is a boon to patient and physician alike.” 


CHLoresiuM OINTMENT and Sotution (Plain) contain 

Appearance of wound 12 water-soluble derivatives of chlorophyll “a” as stand- 

= ardized in N.N.R. These derivatives, highly concen- 

CHLORESIUM therapy. trated and purified, provide the optimum therapeutic 
benefits obtainable from chlorophyll. 


CHLORESIUM OINTMENT — l-ounce and 4-ounce tubes 
CHLORESIUM SOLUTION (Plain) — 2-ounce and 8-ounce bottles 


1. Bowers, W. F.: Chlorophyll in Wound Heailng and 
Suppurative Disease, Am. J. Surg. 73:37, 1947. 

2. Niemiro, B. J.: Delayed Healing in Pilonidal Cyst Wounds, 
Journal Lancet, Sept. 1951. 


Same wound 17 days later. 
Complete healing was ob- 
tained after 8 days of 
CHLORESIUM therapy. 


RYSTAN COMPANY, INC. Mount Vernon, New York 
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CURBS HUNGER AND APPETITE 


2uichly, Safely, Effectively 
With an estimated’ 25,000,000 American 
adults overweight, the medical 
profession shoulders a heavy 
responsibility in advising those who 
seek their help as to how to eliminate 

the excess poundage. Since “the one 
consistent and demonstrable finding in 
obesity is overeating,”* an important 
key to successful management is 
obviously control of appetite. 

Cycotin exerts dual anoretic action. 
Note the: 


methylcellulose 
content 
(500 mg. per tablet )— quickly imparts 
a sense of fullress by providing 
non-nutritive intestinal bulk; also 
increases moisture of stool. 


d-amphetamine 
phosphate content 
(1.67 mg. per tablet )—moderate dosage 


usually obviates or materially 
reduces undesirable side-effects. 


DOSAGE: initially, 3 tablets t.id. with a 
full glass of water 2 hour before meals— 
adjust to individual requirements 

for proper maintenance. 


REED & CARNRICK 


+Metropolitan Life Insurance Co. 
*M. Clin. North Am. 35:483, 1951 
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supplies lactic acid organisms, vitamins and 
EIGHT essential enzymes. This formula is indi- 
cated in GASTRO-INTESTINAL disorders when 
hyperacidity and flatulence ARE NOT symptoms. 


Cereal Lactic (Antacid and Adsorbent) formula 
PLUS an effective antacid and adsorbent formula. 
This product is indicated in GASTRIC disorders 
when hyperacidity and flatulence ARE symptoms. 


Both products are widely prescribed by the 
Profession as an effective treatment for Gastro- 
Intestinal disorders. 


Exclusively to the Profession 
A doctor writes, “Cereal Lactic Results Far Exceed Claims” 


When a patient recovers from an_ illness, 
whether from a most common disease, or a most 
serious one, a doctor enjoys a feeling of satis- 
faction. One doctor wrote to us recently of this 
feeling of satisfaction of a job well done after 
he had prescribed Cereal Lactic. He went on to 
say “results obtained from the Cereal Lactic 
products far exceed the advertised claims.” Of 
course, you can see your patients back to health, 
too, and get this feeling of satisfaction. If your 


“agg suffer from gastro-intestinal disorders, 
e sure you prescribe Cereal Lactic products. 
The Cereal. Lactic Formulae supply lactoba- 
cillus organisms creating up to 6.57 per cent 
organic lactic acid . . . plus enzymes . . . Dia- 
stase, Invertase, Maltase, Luctase, Lipase, Pro- 
tease, and Oxidase . . . the essential group for 
the digestion of carbohydrates. 

Physicians’ samples and complete information 
available upon request. 


CEREAL LACTIC COMPANY woopwaro. iowa | 


‘ 
~ Ch) 
2 
Any, 
SSS 
\ | 
a" CEREAL Cereal Lactic (Improved Vitamin) formula — 
CEREAL 
LACTIC 
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In disturbances involving smooth muscle 
spasm, optimal therapy controls both the psy- 
chic and somatic factors involved. Trasen- 
tine-Phenobarbital, with components having 
both peripheral and central action, obtains 
therapeutic effect in moderate dosage, with- 
out the side effects of belladonna on the 
heart, pupil or salivary glands. 

Trasentine-Phenobarbital has many indica- 
tions in gastroenterology, gynecology, urol- 
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ogy. and also in radiology, where it is effec- 
tive in controlling the symptoms of radiation 
sickness. 

Issued: Trasentine - Phenobarbital Tablets 
(yellow) containing 50 mg. Trasentine® (adi- 
phenine) hydrochloride with 20 mg. pheno- 
barbital, in bottles of 100 and 500. 
Trasentine Tablets (white) without pheno- 
barbital, containing 75 mg., in bottles of 100 
and 500. 2/1653M 


Trasentine-Phenobarbital 


mild sedative 


potent spasmolytic 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N, J. 
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YOURSELF! 


Doctor, you probably have read a great deal of cigarette 
advertising with all sorts of claims. 


So we suggest: make this simple test... 


Take a Puitip Morris—and any 
other cigarette. Then, 


Light up either one. Take a puff 
—don’t inhale — and s-l-o-w-l-y 
let the smoke come through your nose. 


Now do exaetly the same 
o thing with the other cigarette. 


N otice that Partie Morris is definitely 


less irritating, definitely milder. 


Then, Doctor, BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 
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ou may prescribe “RAMSES” f Vaginal Jelly 
with full confidence in its safety and 
effectiveness. No vaginal jelly available pro- 


vides a greater degree of spermicidal or barrier 
action than does “RAMSES” Vaginal Jelly. 


SPERM 
RECOGNIZED 
FOR CHEMICAL 
CONTRACEPTIVES 


Watton 


se This immobilization time is measured by the 
Brown and Gamble technique, the only method accepted 
by the Advisory Committee on Contraceptives of the 
Council on Pharmacy and Chemistry of the American 
Medical Association for determining the sperm immobili- 
zation time of chemical contraceptives. 


gynecological division 


Due: 


423 West 55th Street, New York 19, N. ¥. 
quolity first since 1883 


TThe word “RAMSES" is o registered trademork of Julius Schmid, Inc. 
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WNGREDIENTS BY WEIGHT 
ALCOHOL 
PATENT PENDING 
NET WEIGHT 5 OUNCES j 
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PLEASE MENTION 


hath is Conorned thee th 


Merry Doctor 


As we come to the end of another year 
together, we are grateful for the priv- 
ilege of cooperating with you in your 
unceasing efforts to relieve suffering 
humanity. 


May peace go with you, and may all the 
blessings and happiness of this glorious 


season come to you and yours. 
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GE quality 


One standard for everything whether it is a bolt or a 

generator, whether it is hidden or in plain view, 

whether it costs ten cents or a hundred thousand 

dollars, General Electric standards admit no compro- 
mise with quality. As your profession dictates integrity of 
purpose — so we accept the responsibility for integrity in qual- 
ity. For this reason... 


You can put your confidence in — 


GENERAL @@ ELECTRIC 
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New 5th Edition—Just Ready! 


Musser-W ohl 


Internal Medicine 


Originally Edited by JOHN H. MUSSER, B.S., M.D., F.A.C.P. 


Late Professor of Medicine, Tulane University of Louisiana, School pf Medicine, New Orleans 


Fifth Edition Edited by MICHAEL G. WOHL, M.D., F.A.C.P. 


80 CONTRIBUTORS 


Bedside Diagnosis and Treatment! This book has 
been a long-time clinical favorite with both under- 
graduate students and general practitioners. Text- 
wise and physically, it is ideal for study and class- 
room use. For practitioners, it is a source of ready 
reference that will immediately become a working 
desk manual because of its detailed clinical cover- 
age of diagnosis, laboratory tests, prognosis, pre- 
vention and control—and most important of all— 
treatment. A distinguishing feature is the func- 
tional approach in which is given a description of 
underlying physiologic facts of each disease or 
group of diseases. 


Washington Square 


Associate ~Professor of Medicine, Temple University School of Medicine, Philadelphia 


New 5th Edition. 1563 Pages, 7”x10”. 236 Illustrations and 10 Plates in Color. $15.00 


LEA & FEBIGER 


FEATURES OF THIS NEW 5th EDITION 


Contributions by 80 Teachers and Authorities in Internal 
Medicine 


Definitely Clinical From Cover to Cover, with Emphasis 
on Diagnosis and Treatment 


Many New Chapters and Numerous Chapters Rewritten 
and Brought Up to Date 


Completely Reset and Printed from New Type 
Approximately 30% More Material in This New Edition 


Page Size Enlarged to 7”x10” and Text-matter Set in 
2-Column Format 


10 New Color Plates 
236 Black and White Illustrations, Mostly New 


Philadelphia 6, Pa. 


in varied lengths available. 


4\/,”, 43/,”, 


new Lorenzo 
SMO STEEL FEMORAL HEAD 


For reconstruction of the femoral head and neck of 
femur in radical treatment of severe arthritic con- 
ditions, necrosis, or absorbed necks . . . or where 
previous reconstruction unsatisfactory. Small, me- 
dium and large femoral heads, manipulator, as- 
sorted SMO steel bolts and subtrochanteric plates 


LORENZO SCREWS 


Choose either full thread or half thread as needed. 
S.M.O. stainless steel assures strength and patient 
tolerance. Wide variety of sizes to exactly suit your 
needs. Tested for 150 pounds. Reamer and wrench 
available in complete set. 3”, 34/4”, 3/2”, 334”, 


4” 

8 Lorenzo femoral head 
assembled on bolt and 
subtrochanteric plate. 


X-ray of reconstruction 
of arthritic head using 
Lorenzo Femoral Head. 


WRITE FOR COMPLETE DESCRIPTION AND PRICES OF THE 
FEMORAL HEAD, WRENCH, REAMER AND LORENZO SCREWS. 


STANDARD OF QUALITY 


i 
a 
— y 
— 
MANUFACTURING COMPANY, INC. 


und 654. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


\ 


COMPENAMINE 


A NEW HYPOALLERGENIC PENICILLIN SALT 


Through the routine use of Compenamine, reactions to 
penicillin can be reduced significantly below that encoun- 
tered with other available forms of penicillin G. This hypo- 
allergenic characteristic of Compenamine permits its use 
even in known penicillin reactors; in this group it reduces 
the incidence of reactions by at least 80 per cent. Thus 
Compenamine brings new safety to penicillin therapy. 

A research development of C.S.C. Pharmaceuticals, 
Compenamine is generically designated as /-ephenamine 
penicillin G. Its clinical behavior and therapeutic per- 
formance are identical, unit for unit, with comparable 
dosage forms of procaine penicillin. Nearly insoluble in 
water and oil, its dosage forms are of the repository type. 

Compenamine is priced identically with procaine peni- 
cillin G. Hence economic considerations are no obstacle 
to its routine use. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 E. 42nd St., New York 17, N.Y. 
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Implicit in a happy healthy childhood is maximal nutrition— 
and one of the essential dietetic guideposts to vigorous 
adulthood is adequate vitamin C*** (14-4 oz. for infants up 
to 1 year;'°" 4-8 oz. for older children) .* Fortunately, 
most every youngster likes the taste of Florida orange juice 
and the “lift” its easily assimilable fruit sugars* provide.® 

It is well-tolerated and virtually non-allergenic.’ And, under 

t ey modern techniques of processing and storage—it is possible 

for citrus fruits and juices (whether fresh, canned or frozen) 


deserve to retcin their ascorbic acid content.5* and their pleasing 


flavor,’ in very high degree and over long periods. 
the FLORIDA CITRUS COMMISSION © LAKELAND, FLORIDA 


Citrus fruits — among the richest known sources of Vitamin C — 
b t also contain vitamins A and B, readily assimilable natural fruit sugars. 
es @e = and other factors. such as iron, calcium, citrates and citric acid. 
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is proud fo announce... 


the new simple 


effective method of contraception 


used without a diaphragm 


VAGINAL GEL 


Ortho 


Pharmaceutical Corporation 


Raritan, New Jersey 


VAGINAL GEL 


the simple method of contraception 
used without a diaphragm... 


Physicians and patients have long been demanding a simpler 
contraceptive method than jelly and diaphragm. 


built on a new base 


To replace the function of the diaphragm, a new and 
better physical barrier, incorporated into the Gel itself, 
was needed — one that could be depended on to cover the 
cervical os effectively. The new base of PRECEPTIN, 
achieved by blending recently developed synthetic 
gel-forming agents, meets this requirement, making it 
possible to do away with the diaphragm. 


Preceptin’s new base: 
1. adheres well to the moist cervical mucosa — forms 
3 clinically proved - a persistent, adherent physico-chemical barrier 
3270 patients using over the cervical os. 
Preceptin Gel —99.2 percent aul 2. is more miscible with semen — means 
complete protection. greater spermicidal potency. 


3. rapidly releases active spermicides — enables 
Preceptin to kill sperm on contact. 

Preceptin Vaginal Gel 

Used with measured-dose applicator. 


COMPOSITION: PRECEPTIN contains the active spermicidal 
agents p-Diisobutylphenoxypolyethoxyethanol and 
ricinoleic acid in a synthetic base buffered at pH 4.5. 


/ 
VAGINALSJGEL 


Preceptin is a registered trade mark of 
the Ortho Pharmaceutical Corporation, Raritan, N. J. 
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All Children Can Benefit from 


thas Protective Hot Drink at Breakfast 


The problem of encouraging children to eat an adequately protective break- 
fast finds easier solution when Ovaltine in hot milk is recommended as a 
breakfast beverage. Many children clamor for a hot drink at the morning 
In its widely distributed leaflet No. meal, and hot Ovaltine is the right kind of drink to recommend. 
A cup of hot Ovaltine makes an excellent contribution of virtually all 
or winter, there’s something hot, as essential nutrients, adding substantially to the nutritional start for the day. 
— Pe oe at ee It also serves in a gustatory capacity by enhancing the appeal of breakfast 
the whole digestive route.” and making other foods more inviting. 

The nutrient contribution made by a cup of Ovaltine is apparent from 
the table below. Note the wealth of essentials added to the nutritional! intake 
by making the simple recommendation of adding a cup of hot Ovaltine 
to the child’s breakfast. 


THE WANDER COMPANY, 360 NORTH MICHIGAN AVE., CHICAGO 1, ILLINOIS 


Here are the nutrients that a cupful of hot Ovaltine, made of 
Ya oz. of Ovaltine and 8 fi. oz. of whole milk,* provides: 


VITAMIN B, 
RIBOFLAVIN 


am, 4 
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4 PROTEIN... ...... 10.56m. NIACIN... 23mg, 
CARBOHYDRATE ..... 22Gm. VITAMINA....... . 10001.U. VITAMIND........ 
q ig CALCIUM. ........ 300mg | 
PHOSPHORUS. ...... 315mg. *Based on average reported values for milk. 
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IS YOUR PATIENT OUT OF 


Sonotone products are 
on the list of A.M.A. 
Council accepted devices. 


A.O.A, 
ecember, 1951 


THIS PICTURE? 


— 


Every one is happy but Aunt May. The conversa- 
tion is lively—but she takes no part in it, for she 
can’t hear it. She has an uncorrected hearing de- 
fect, hears only syllables which, try though she 
may, she can’t make into recognizable words. 


Fortunately, you can do something to help. By 
recommending that she wear a Sonotone, by en- 
couraging her to learn to use it, you can bring 
your patient back inte the picture, back to a nor- 
mal life among her family. 


Light to wear, inconspicuous, the new Sonotone 
is an instrument of highest quality, built to meet 
the strictest technical standards, and fitted to 
your patient’s individual requirements. You'll be 
pleased with the change in your patient when— 
with Sonotone’s aid—she again regains useful hear- 
ing. And your patient will be eternally grateful 
to you for your interest and recommendation. 


SONOFACT #6 


When you refer your patient to the local Sonotone 
office for fitting of a hearing aid you can count 
on being kept informed of his progress. Copies 
of audiograms and other data on his hearing will 
be sent to you regularly on request. 


SONOTONE CORPORATION 
Dept. P-121 
Elmsford, New York 


Please send me, for distribution to my 


THE HOUSE OF patients, . . . copies of “They Hear Again” which 


HEARING 


describes Sonotone’s plan for better hearing. 
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DOCTOR, 


LET YOUR PATIENT TRY BOTH! 


The highest index for successful contraception is best met by allow- 
ing the patient to select the spermicidal lubricant which is aestheti- 
cally acceptable. > Whether you prefer to recommend the use 
of Koromex Diaphragm with or without the introducer, generous 
sized tubes of both Koromex Jelly and Cream are supplied at no 


charge. Koromex Cream is slightly less lubricating than Jelly. 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN BENZOATE 0.02% AND 


PHENYLMERCURIC ACETATE 0.02% IN SUITABLE JELLY OR CREAM BASES 
® 
A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. *145 HUDSON ST., NEW YORK 13, N. Y. 


MERLE L. YOUNGS, PRESIDENT 
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SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine ‘Tablets 


or 
Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein. 
no dextrose or other carbohydrate filler. 


In writing for samples, please give your degree. 


Professional Foods 
Cedar Rapids, lowa 


- COLCIN PAN-ENZYMES NORMIN 


Send for details on a sound reducing regime and plan. 


609 COLLEGE ST. 


ALL - STAINLESS - STEEL 


PROCTOLOGY 
INSTRUMENTS 


BURY FISTULA HOOK 


A slightly curved hook with a bulbous tip. For locating and 
tracing crypts and fistulae. One-piece, stainless-steel. Square 
handle with serrated finger rest. Two sizes, 1” (shown full- 
size) and 14” long. $7.50 


PRATT-HAYMAN SPECULUM 


Here is the extremely popular Pratt style speculum 
with a lock-ring that falls into successive notches as 
the instrument is opened. Nothing to adjust—no 
ratchets or set-screws needed. Correct model, large 
size. All-stainless-steel. $25.00 
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SURGICAL INSTRUMENT MAKERS 


+ 


CINCINNATI 2, O. 
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Pet Milk Company feels a responsibility that 
extends beyond the production of a fine food 
product. That’s why we constantly strive to work 
with the medical profession . . . by doing basic 
research studies, supporting projects in the field 
of medical education and for the betterment of 
infant and child welfare, and by providing time- 
saving services to doctors, hospitals, and clinics. 


These activities—above and beyond the production 
of evaporated milk—are made possible, 
of course, by Pet Milk’s high standing 
among physicians. So many doctors rec- 
ommend Pet Milk... the original evap- 


FAVORED FORM OF MILK 


HOMOGENIZED 
OMOGENIZE ED 


HOMOGENIZED 
AP 


RATED 


PET MILK COMPANY e 1464-L Arcade Bidg. @ St. Louis 1, Mo. 


orated milk ... for the infants in their care and 
for the best of reasons. Pet Milk is always surely 
safe, as easy to digest practically as human milk, 
complete in all the essential food values of milk, 
and the most economical form of whole milk. 


Pet Milk Company is proud of its evaporated 
milk. We are proud, too, of our opportunity in this 
country to work with you. It is this kind of coop- 
eration between medicine and industry that has 
contributed so much to raising our 
standards of infant care. It is this kind of 
cooperation that will continue to raise 
our standards even higher. 


FOR INFANT FORMULA 
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Treatment Tables and Stools Available 


IDEAL 
FOLDING 
TABLE 


Well constructed, strong. 
Will not tip or shake. 
Easy to open and close. 
Length 69”. Width 22”. 
Height 27%”. Carrying 
weight 32 Ibs. 

Walnut finish. 


Simulated leather cover- 
ing — brown, green or 
maroon. 

Heavy standard padding 
(Paratex and felt.) 2” 
Paratex padding $10.00 
additional. Shipping 
weight 35 to 37 lbs. 


Price—$40.00 


IDEAL STRAIGHT TABLE 


Handmade by expert craftsmen. 

Handsome, Strong, Durable, Comfortable. 

Solid wood legs 3”x4”. 

Length 72”. Width 22”. 

With drawer $5.00 additional. 

With stirrups $10.00 additional. 

Height 27%”. Shipping weight 125 to 
130 Ibs. 

Artificial leather covering—brown, green 

or maroon. Heavy standard padding, — 

(Paratex and felt.) 2” Paratex padding Solid Fir Wood........ $45.00 Solid Oak................ $50.00 

$10.00 additional. Solid Walnut............ $65.00 


IDEAL STOOL 

Sturdy and well-made. Will not tip over. 

Solid wood construction. Three and four rungs. Top made of 

one piece solid wood 114” thick. 

Polished or upholstered top. Length 22”. Width 14”. Height 
20”. Shipping weight 25 lbs. 


. Medium oak .............. $28.00 Walnut $35.00 

The manufacturers of these tables and DISTRIBUTORS 
stools give an unconditional guaran- 

on workmanship and materials. 
in vi Mo. - 
———e 212 E. Ohio St., Chicago, Ill. 
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PSORIASIS 
| 


The acid test of any therapy for psoriasis is the 
winter season. It is well known that the skin lesions 
are more prevalent, more extensive and more 
resistant to treatment during the winter months. 

Regardless of the season, you can depend on 
RIASOL. Positive therapeutic results, with clearing 
or improvement of the cutaneous patches were 
obtained in 76% of the cases in a clinical group 


which had failed to respond to other types of 
therapy. Thousands of physicians are prescribing 
RIASOL in their cases of psoriasis. 


Winter is also a bad time to neglect psoriasis. 
Without treatment the lesions may burrow deeper 
into cutaneous layers. The time to use RIASOL 
is now. 


AFTER USING RIASOL 


BEFORE USING RIASOL 


PROVE RIASOL YOURSELF 


THOUSANDS PRESCRIBE RIASOL 
RIASOL CONTAINS 0.45% MERCURY CHEMICALLY COMBINED WITH SOAPS, 
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preoperatively 
to reduce 
morbidity following 
vaginal hysterectomy 
Significant reduction in postoperative morbidity and 
' complications is readily achieved by preoperative use of 
Bacitracin Vaginal Suppositories-C.S.C. 
Ms : In a recent study,* it was shown that a single suppository 
om containing 10,000 units of bacitracin, inserted deep into the vagina 
* after the cleansing enema is expelled, greatly reduces the number 


of gram-positive pyogenic cocci, diphtheroids, and lactobacilli. 
Clinically, patients receiving the bacitracin suppository showed 
a significantly lowered postoperative morbidity as compared with 
the untreated controls. In the treated group, virtually 

all types of gynecologic surgery were included. 


Bacitracin Vaginal Suppositories-C.S.C. contain 10,000 units 
7 of bacitracin in an inert soluble base. They are wedge-shaped 
+ to facilitate insertion and retention. Because of the low 
allergenic potentialities of bacitracin, this preparation 
is especially advantageous for routine hospital use. Supplied 
in boxes of 10 suppositories, each individually sealed 


in foil. Refrigeration is not required. es, AC { T o AC i N 


*Turner, S. J.; Wacker, M. N.; Goldin, H.,.and Auerbach, H.: 
The Effect of Bacitracin Suppositories on the Vaginal Flora and on 


Morbidity in Vaginal Hysterectomies. Submitted for Publication. VAG f N A L 


CSO 7 A DIVISION OF COMMERCIAL SOLVENTS CORPORATION NEW YORK 17,N.Y., U.S.A. 
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The Somatic Approach to the Disease Process* 


IRVIN M. KORR, Ph.D. 


Department of Physiology 
Kirksville College of Osteopathy and Surgery 


The osteopathic profession was founded in order 
to develop and put into practice a concept of health 
and disease which was not incorporated in the medical 
practice of the day and which remained unincorporated 
after the promulgation of that concept by Still. It is 
important, especially after more than three-quarters 
of a century, for the minority school—the revolu- 
tionary one—periodically to re-examine its position 
and to evaluate the justification for its continuance 
as a separate school of practice of the healing arts. 
The only justification would be that the concept has 
proved sound and still has not been adopted by the 
majority school. 

With this in mind, it is my purpose in this lecture 
to compare on a fundamental basis the two major 
schools of healing that exist today. I believe that at 
the present time this can best be done by assaying 
the approaches and the potentials of each with respect 
to the most urgent health problems facing mankind. 
This must be done, of course, in the light of the most 
recent advances brought by research on problems of 
both schools, and in the light of the experience and 
thinking reported by many physicians. I wish espe- 
cially to express my appreciation for the excellent 
summarization of the two schools by George W. 
Northup,’ your president. I have borrowed not only 
his ideas but some of his formulations. 


The comparison of the two schools can by no 
means be a simple one for the reason that only one 
of the schools is definable. Allopathic medicine is not 
subject to definition for the reason that it is not guided 
by any unifying and pervasive set of principles. Os- 
teopathy, on the other hand, is guided by certain broad 
and general natural principles ; it, alone, therefore, may 
be truly designated and defined as a system. 


There are very clear reasons for the lack of 
unifying principle in allopathy, upon which a system 
could be based. The main reason is the place of 
etiology in its thinking. As Edward J. Stieglitz,’ 
distinguished geriatrist, stated, “The concept of specific 
etiology, so finely phrased by Koch in his postulates 
_and blindly followed by generations of bacteriologists 


*Based on an address presented at the meeting of the Academy 
of Applied Osteopathy, Milwaukee, July 20, 1951. 


Kirksville, Mo. 
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and clinicians, has retarded progress in etiologic analy- 
sis for many years.” In the allopathic view disease 
is equated with the pathogenic agent; disease is pro- 
duced by the action of a given pathogenic agent and is 
characteristic of that agent. In short, there are as 
many diseases or kinds of diseases as there are 
“etiologies.” 

From this viewpoint it is natural that the thera- 
peutic attention of the physician should be focused 
on the etiological agent or its effects. He has essen- 
tially only two therapeutic alternatives: First, if pos- 
sible, remove the pathogenic agent or block its action 
and trust that with the aid of supportive measures, the 
effects of that agent will somehow be reversed; second, 
failing the identifiability or removability of the patho- 
genic agent, then apply other agents or measures 
which tend to produce opposite effects. Indeed, the 
true meaning of the word “allopathy” is other or oppo- 
site effect or affection. As will be shown, this view- 
point appears to be a relic of the bygone days when 
the diseases of “exogenous” origin, whose “etiologies” 
could be identified with microbes or other invaders, 
predominated. The function of the physician with 
respect to these diseases is either to prevent access of 
the invader to the human or to remove it and its effects 
as soon after invasion as possible. 

This approach has two major and _ inevitable 
practical consequences. The first is preoccupation 
with the differences among diseases rather than with 
the features that they have in common, One expres- 
sion of this consequence is that one of the most highly 
esteemed of the medical arts is that of differential 
diagnosis. We must recognize that, in essence, differ- 
ential diagnosis resolves itself in many cases into a 
quest for labels to be attached to the various constella- 
tions of signs and symptoms—that is effects—from 
which the physician endeavors to reason back to the 
etiology. It has been my privilege to participate in a 
large number of clinical conferences in which findings 
and histories are reviewed in great detail with the sole 
objective of naming the “disease.” The conferees in 
many cases find themselves at a complete loss thera- 
peutically until a satisfying label is found, at which 
point a great sigh of achievement may be heard. Un- 
fortunately, as will be shown, too small a percentage of 
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the complaints which are brought to a doctor’s office 
today can be packaged and labeled as discrete entities. 
Unfortunately, also, the general public has been falsely 
educated to believe that the physician is a failure unless 
he can assign an impressive title to “what is wrong 
with me.” 

The second major consequence of the allopathic 
approach is the preoccupation with end results. This 
is implicit in the statement that the strategy of allo- 
pathic practice is to produce effects opposite to those 
of the etiological agent. Unfortunately, in the case of 
most of the diseases to which I shall refer in this 
lecture, when the effects have already become apparent 
through symptoms and signs, the disease process is 
already quite advanced and often beyond reversal. 
This limits the function of the allopathic physician to 
the three R’s: “relieve, repair or remove.”* That is, 
relieve the patient's symptoms; if possible patch up 
the debris of the disease process; if beyond patching, 
then temove the debris. 


This is reflected in the allopathic attitude toward 
surgery. The patching or removal of the debris of the 
disease process is viewed as repair or removal of the 
“offending” organ, rather than the offended organ, 
as though that organ were the “cause” of the disease, 
rather than a victim of a continuing process. 


Let us now compare the strategy of osteopathy. 
From the osteopathic viewpoint disease is by no means 
synonomous with, characteristic of, or even deter- 
mined by, the precipitating or pathogenic agent. Also, 
from the osteopathic viewpoint, diseases have a great 
deal more in common than not. Indeed, all human 
diseases have in common a most important feature— 
man himself. 

From this viewpoint, therefore, disease is not the 
action of a given pathogenic agent; rather, disease is 
the response of the individual to the stimulus of the 
pathogenic agent. As a matter of fact the distinction 
between the pathogenic and nonpathogenic agents is 
not a fixed one, but may be determined in many cases 
by the response of the individual human organism. A 
perfectly normal stimulus to one individual may elicit 
a disease-response in another. 


Complex as man is, the fact remains that he can 
respond in only a limited number of ways, determined 
by his nature rather than that of the “pathogen.” In 
the osteopathic view, therefore, it becomes the function 
of the physician to understand the patterns of response 
of humans in general, his patient in particular, and 
through that understanding to alter the response in a 
favorable direction and to prevent the unfavorable 
response. If it is true, as Pope stated, that “The 
proper study of mankind is man,” then it is equally 
true that “the study of disease is man.”* 

It is to be noted that in characterizing osteopathy, 
nowhere have I mentioned manipulative therapy. Ma- 
nipulation happens to be one of the best therapeutic 
modalities available today for altering man’s patterns 
of response to noxious and other stimuli in favorable 
directions and for rendering him less vulnerable. It 
must be considered as but one component, however, of 
osteopathic therapy since all aspects of man’s life 
condition and determine his responses. Osteopathy, 
therefore, is not merely a form of therapy but rather 
a broad philosophy, a guide for thinking and acting 
in relation to questions of health and disease. 

Let us now proceed to compare the potentials 
of these two approaches with respect to the most 
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urgent health problems of the times. In the past 4 
decades there has been a major transformation in the 
disease picture, paralleled by a change in the age 
distribution of our population. As a result, largely, of 
the conquest of the most important infectious or com- 
municable diseases through advances in public health, 
preventive medicine, immunology, antibiotics, et cetera, 
there has been a dramatic increase in average longevity. 


It may be said that we have a rapidly aging 
population. For example, during the past 40 years 
the number of persons over the age of 65 has increased 
twice as rapidly as the population itself. Persons over 
the age of 65 have quadrupled since the beginning of 
the century while the entire population has only 
doubled. It is predicted by the United States Bureau 
of the Census that by 1980 approximately 40 per cent 
of our population will exceed 45 years of age; more 
than 20 million persons will be over the age of 65. 


This advance, however, “is tainted by the immense 
toll of prolonged disability of varying degrees,’ con- 
centrated mainly in this most rapidly growing segment 
of our population. The healing arts are today presented 
with a new batch of cripplers and killers, the diseases 
of breaking down and wearing out, especially, but 
not exclusively, associated with maturity. These are 
the diseases which one “gets” rather than “catches.” 
These are the “endogenous” diseases, originating 
within the patient, rather than “exogenous” ones 
brought by invaders. These are the diseases which the 
lay public commonly designates as the “troubles”— 
heart trouble, kidney trouble, stomach trouble, gall- 
bladder trouble. 


I refer, of course, to the chronic degenerative 
diseases, including the various kinds of cardiovascular- 
renal diseases, the arthritides, nephritis, peptic ulcer, 
diabetes, metabolic and endocrine disorders, et cetera. 
The incidence of these diseases is so vast and so 
appalling in total disability that they have been desig- 
nated as the “major front” by the Surgeon General 
of the United States Public Health Service.* It is 
estimated that there are 25 million victims in this 
country ; one person in every six is a victim of such 
disease, that nearly every family in this country is 
touched in some degree by chronic disorders. Although 
they are especially associated with maturity, these 
diseases have many victims among the youth of our 
country. 

Man is thus being spared early death by the infec- 
tious diseases only that he may succumb at a later 
age to the misery and disablement of chronic disease. 
As Stieglitz? stated, “The burden of chronic disease 
is both individually and collectively far greater than 
the social consequence of high mortality from acute 
illnesses. A man quickly dead is a lesser tragedy to 
himself, his family and the community than one dis- 
abled for many years.” As a measure of the inadequacy 
of the healing arts with respect to these diseases is the 
fact that although in the past 4 decades the percentage 
of persons over 60 years of age has doubled, the 
average man at 60 today has the same life expectancy 
as had a man of 60 in 1900. It might be said in 
summary that the conquest of the major infectious 
diseases due to the advances in the clinical sciences has 
presented humanity with at least equally serious prob- 
lems to which there are, as yet, no certain answers. 


What is the approach of allopathic medicine to 
this “enormous personal and national burden of disease 
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in the adult population, the most productive element of 
our society?”* In brief, it is precisely the same as 
that previously outlined. Medicine and the research to 
which it gives direction continue the quest for non- 
existent individual causes upon which to base the 
individual cures for the individual diseases. In the 
absence of knowledge regarding specific etiologies 
which can be isolated or exorcised from the body or 
whose actions can be blocked, the medical profession 
must continue to content itself with ameliorating end- 
effects—with symptomatic or palliative treatment. 


Steiglitz? states in his introduction to a recent 
symposium on chronic disease, “. . . the vitally signifi- 
cant objective of prevention of long-term illness is 
omitted from these collected papers” because there 
was little to offer but “ever-growing concern.” He 
goes on to say, “The treatment of chronic disease after 
disablement has occurred is equivalent to locking the 
stable door after the horse is stolen.” 


Allopathic medicine, therefore, finds itself in the 
position of dealing with end-effects of unknown etiolo- 
gies. Indeed, in its quest for the individual causes it 
has often confused effect with cause. Thus, for ex- 
ample we see diabetes mellitus “caused” by pancreatic 
insufficiency when actually that defect is itself a nearly 
terminal link, immediately preceding the symptoms, in 
a long chain of processes. To take a more recent 
development, rheumatoid arthritis is now ascribed to 
a metabolic defect associated with adrenocortical in- 
sufficiency whereas that insufficiency is itself one of 
the results of a complex disease process that, like 
many other chronic diseases, may have had its origin 
many years before the emergence of symptoms. 


A practice based on the attempted reversal of 
end-effects without access to etiological factors is 
indeed a practice based on temporizations. If the 
blood pressure is high, give something that will lower 
it; if the appetitie is poor, stimulate it; if the weight 
is excessive, reduce it; if one of the patient’s endocrine 
glands is overactive, then poison it, remove all or part 
of it, or give an antagonist; if the patient is deficient 
in some endocrine or other component, then supply it 
or stimulate its source. Failing any of these, then 
restrict the patient’s life so that he may live within 
his limited physiological means; add years to his life, 
but not life to his years. The function of the (allo- 
pathic) physician with respect to chronic degenerative 
disease is well summed up by another contributor to 
the aforementioned symposium. In an article entitled, 
“Mastery of Long-Term Illness,” Jurgen Ruesch* 
says, “Mastery of chronic disease thus becomes an 
organismic task of physiological and _ psychological 
adaptation. The physician can rehabilitate the patient 
by helping him . . . to find a new adjustment to a 
changed internal and external environment, and to 
accept his total or partial invalidism as part of a new 
reality.” (Italics supplied.) Through this approach 
there can obviously be little hope for cure of chronic 
disease and much less for prevention. 


Why is allopathic treatment of chronic diseases 
“equivalent to locking the door after the horse is 
stolen”? The unknown, endogenous etiologies are cer- 
tainly a factor, but Stieglitz? offers another important 
factor, “All these disorders begin asymptomatically 
and may be well advanced before subjective complaints 
of sufficient intensity arise to cause the patient to seek 
medical assistance. . . . The lesson to be remembered 
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is that we must search for these silent, insidious, fifth 
column disorders in apparently well people and not 
wait until they become obvious by overt lesion.” But 
says Ruesch,* “In medical schools, teaching is still 
geared to acute conditions while chronic complaints 
such as headache, backache, fatigue, tension, or pain 
are rarely presented in medical rounds, although they 
comprise the bulk of the cases in private practice.’’ One 
wonders what manner of persuasion would be re- 
quired to convince these representatives of the more 
advanced segment of the medical profession that what 
they are seeking unwittingly, and certainly blindly, is 
the osteopathic lesion. 


In thus characterizing the allopathic approach to 
chronic degenerative disease there is no intention of 
minimizing the value of the tremendous contributions 
of medical research and medical practice to the relief 
of human suffering associated with these diseases. 
Millions of sufferers have given and will for some time 
continue to give thanks for insulin, cortisone and 
ACTH, pain-relieving agents, and hundreds of other 
advances. My only purpose is to stimulate continued 
awareness that these modalities, vital as they are, are 
not directed at the disease process itself, certainly not 
in its asymptomatic stages, but at the manifestations 
or stages of the process after “the horse has been 
stolen,” when some degree of invalidism must be 
accepted as “part of a new reality.” The need for an 
approach to the fundamental disease process in each 
case remains. As Fischer® stated in an excellent article 
directed at the proper incorporation of certain recent 
advances into osteopathic practice: “Surgery removes 
pathology ; it does not cure it. . . . So it is with some 
drugs; they relieve the symptoms without curing the 
disease.” He goes on to say, “There are no outside 
agencies which will cure disease. Cure comes from 
within; it comes from rearranging those parts which 
are out of order.” 

What is the potential implicit in the osteopathic 
concept with respect to the “major front’? Research 
in our laboratories, and of laboratories in related fields 
throughout the world, and your own clinical experience 
have led us to the following conclusions : 


1. The osteopathic lesion, as identified by palpa- 
tory and other current clinical criteria, represents the 
somatic components of a basic, general disease process, 
organized primarily (that is, in its early stages at 
least) by the central nervous system. 


2. The potential or actual pattern of manifesta- 
tions of this process, that is, the “disease,” is deter- 
mined by its locus—the level of the nervous system 
involved. Obviously, the various organs and tissues, 
innervated from different parts of the nervous system, 
will respond in different ways to the same process 
or stimulus. 

3. As in all natural processes, the speed of this 
process and the fullness of expression of its pattern 
of manifestations (that is, the severity) are influenced 
by many factors—constitutional factors, age, environ- 
ment, past history, nutrition, emotions, and personality. 


4. The same process may be initiated in different 
ways, although in the osteopathic view it is most com- 
monly initiated in the somatic (myofascioskeletal) 
structures through postural stress; that is, the response 
(pattern of manifestations) is determined not by the 
“etiological” agent or pathogen, but by the site of its 
action and the physiological state of the patient. 
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A postural stress, therefore, represents a decisive 
facilitating or probability-increasing factor in disease, 
predisposing the involved segments, and therefore the 
individual as a whole, to the action of noxious stimuli 
and exaggerating the responses of those segments to 
all stimuli, normal and noxious. By its presence or 
absence the lesion may decisively determine the 
patient’s vulnerability to noxious influences, his re- 
sponses to daily stresses and stimuli, and even deter- 
mine whether a given agent, stimulus or environmental 
change is to be classified as pathogenic or not. 


As a localizing and channelizing factor it deter- 
mines where the process is initiated, what organs and 
tissues are primarily affected and therefore what the 
manifestations—the ‘“disease’’—will be if other factors 
contribute sufficiently to the rate and fullness of 
expression of the process. As a localizing factor, it 
may, for example, determine the site, and therefore the 
nature, of the bodily expression of emotional (psycho- 
somatic) disturbances. Since the distribution of 
postural and mechanical myofascioskeletal stresses is 
unquestionably influenced by body type or habitus, they 
may be the main factor in the well-recognized relation- 
ship between body type and the incidence of various 
chronic diseases. 

From the diagnostic viewpoint the somatic com- 
ponent has great strategic significance because it makes 
possible the detection and evaluation of the disease 
process far in advance of the emergence of symptoms. 
Osteopathic lesions appear to represent the “silent, in- 


sidious, fifth column disorders in apparently well 
people,” sought by Stieglitz. 
Whether the somatic component of the basic 


process is primary (as in postural stress) or of sec- 
ondary reflex origin (as in visceral disease), once it is 
established it is no longer a mere manifestation of the 
process but has become a contributing, exacerbating, 
and perpetuating influence, which must be given full 
consideration in therapy regardless of the “primary 
etiology.”” As the most accessible, the most easily rec- 
ognizable, and (in the hands of the osteopathic physi- 
cian) the most responsive component, it is the strategic 
one through which to influence the process itself and 
interrupt the vicious cycle of autogenic impulses.":7** 


We begin to recognize, therefore, that a great 
many diseases which on the surface are so diverse in 
character as to require a highly complex system of dif- 
ferential diagnosis, differential therapy, and differential 
nomenclature, are essentially one disease, the mani- 
festations of an identical process expressed in different 
parts of the body. 

When we have learned the intrinsic nature of the 
process, we shall know how to prevent or interrupt 
it wherever it may be, whatever its mode of initiation, 
and thereby deal in a unified system with many diverse 
diseases rather than with each one in a different way.® 
The “intrinsic nature of the process” is the subject 
under investigation in the Kirksville research program. 

Today, therefore, the osteopathic concept offers 
the only approach—certainly the only unitary, basic, 
and systematic approach—to the treatment and preven- 
tion of chronic disease because : 


1. It alone recognizes the common denominator 


of the fundamental disease process. 


2. It is aware of a very common etiological factor 
in the initiation of that process—gravity in the face 
of man’s incomplete adaptation to the erect stance. 
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3. Through its somatic component—the osteo- 
pathic lesion—the fundamental disease process can 
be detected and evaluated long before irreversible 
damage has been done—before the “stable door” has 
even been opened. 

4. Through its somatic component, an accessible, 
specific, responsive, and effective lever is provided 
for the manipulation and interruption of the disease 
process itself, 

In these four points, I believe, lies the future of 
the osteopathic concept because in that concept are 
implicit some of the answers to some of mankind’s 
most imperative problems. Advanced as that concept 
is, however, it can offer only the “approach” in its 
present stage of development; it is not yet ready for 
that future, for the following reasons: 

1. The nature of the fundamental disease process 
—the lesion process—is inadequately understood. 

2. Although the importance of the relationship 
between gravity and bodily structure is thoroughly 
recognized in osteopathic practice, our knowledge of 
the interplay of those relationships is too fragmentary 
to provide a basis for the prevention of the initiation 
of the process, so important to the prevention of func- 
tional and organic disease. 


3. The methods of detection and evaluation of 
the process by the present subjective palpatory pro- 
cedures are too crude, too subject to error, too difficult 
of standardization. 

4. Although manipulative therapy is today the 
only modality which is effectively directed at the funda- 
mental disease process, it is too slow, too laborious, 
too difficult of standardization. 


Furthermore, the current diagnostic and manipula- 
tive procedures, relatively excellent as they are, are 
not keyed to the magnitude of the problem. There are 
already 25 million victims of chronic diseases in this 
country alone and many millions more in whom it 
needs to be prevented. Methods must be developed 
for the detection, evaluation, prevention, and treatment 
of the disease process which have mass applicability. 
As stated by Surgeon General Scheele, “It is possible 
that we shall not be able clearly to define healthy 
maturity until we attempt to apply in the entire popula- 
tion our knowledge of these diseases. . . 


These answers to the problem of the chronic dis- 
eases must be developed, and will be developed, because 
society is demanding the answers. They can flow only 
from a large reservoir of basic information which in 
turn is achievable only through enlarged programs of 
fundamental research. In view of the unhappiness of 
the medical profession with its own temporization and 
expedients and its quest for a more basic approach, it 
must inevitably arrive at a similar conclusion. The 
osteopathic concept, therefore, in one form or another, 
has a certain and brilliant future as the logical, unitary, 
systematic basis for the treatment and prevention of 
chronic diseases ventive medicine of tomor- 
row. The future of the osteopathic profession, however. 
will be to a decisive degree determined by the contribu- 
tion it makes through fundamental and clinical research, 
to the further development of this concept. Through 
its 75 years of experience it is the most richly prepared 
profession to undertake this great responsibility to 
society. Today fundamental research on a large scale 
offers the most direct (perhaps the only) road to the 
osteopathic profession’s rightful place in society and to 
its preparation for that place.7°"? 
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There are over seventy conditions which may 
cause acute abdominal pain and in only six of these 
conditions, namely appendicitis, intestinal obstruction, 
peritonitis, poisoning, meningitis, and pyloric stenosis, 
is delay in proper diagnosis dangerous. Before enter- 
ing into a discussion of the causes of abdominal pain 
there are a few facts which I believe should be brought 
to the attention of the physician. 

There is probably nothing more perplexing to 
evaluate than abdominal pain in children. The pur- 
pose of this paper is to assist the general practitioner 
in arriving at an accurate diagnosis, thereby enabling 
him to treat the condition promptly and effectively. 

In making a diagnosis a careful history is of the 
utmost importance. This should be obtained from 
whoever is most familiar with the case, usually the 
mother. A cardinal rule in diagnosing abdominal pain 
is not to be hasty. One must not overlook the possi- 
bility of the exanthems or diseases of the genito- 
urinary, respiratory, or central nervous systems which 
are sometimes accompanied by abdominal pain and 
which may confuse the picture. 

The physical examination is done after gaining 
the confidence of the patient. The abdomen should 
be observed and palpated before other aspects of the 
examination are carried out which may upset the pa- 
tient. The facial expressions of the patient must be 
observed as the abdomen is palpated. Observation will 
enable one to arrive at a snap diagnosis which, upon 
further evaluation of the patient, may be substantiated. 
Beginning in the quadrant farthest from the suspected 
lesion, palpate the abdomen two or three times, in- 
creasing the pressure each time. This technic will often 
reveal localized tenderness, muscle spasm, or an ab- 
dominal mass. Although it is often impossible to elicit 
rebound tenderness directly, the area of peritoneal 
involvement may be judged fairly accurately by per- 
cussion. Again the physician should start from the 
farthest point and work toward the suspected area. 

A rectal examination is a must. Such an examina- 
tion may reveal the presence of a pelvic mass sug- 
gesting neoplasm or abscess; it is also an aid in 
detecting rigidity or lack of tone of the mucosal wall. 
The presence or absence of feces and the finding of 
gross or changed blood in the stool are also important 
rectal findings. Sedation may be necessary to obtain 
sufficient relaxation for palpation of a mass which 
otherwise might not be felt. Sedation is also helpful 
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in differentiating voluntary and involuntary spasm of 
the abdominal muscles.* 


COLIC 


In the newborn period one is apt to be confronted 
with the problem of a colicky baby. Colic is a condi- 
tion which is characterized by forcible peristaltic con- 
tractions and overdistention of the intestinal tract.’ 
The etiology of colic is variable, but factors such as 
overfeeding, underfeeding, and digestion of carbo- 
hydrates are common causes. Overfeeding, which is 
accompanied by weight gain, may cause the child to 
be irritable, cranky, and restless due to the painful 
stretching by the food mass of the caliber of the 
intestinal tract. The underfed child, who does not 
gain weight, constantly sucks on his fingers or other 
handy objects. As a result he swallows a great amount 
of air which acts in the same way as large masses 
of food, that is, it enlarges the caliber of the intestinal 
tract, causing excruciating pain. Intake of carbohy- 
drates causes increased fermentation in the gastro- 
intestinal tract with a consequent production of gas. 
This gas is trapped between the bolus of partly 
digested food and the intestinal wall, causing disten- 
tion, pain, and colic. Insufficiently heated formula or 
exposure of the infant to cold may be causative 
factors. There are a number of infants who are tense, 
wakeful, and hypertonic and who spit up food fre- 
quently, turn red in the face on having a bowel move- 
ment, and produce a narrow ribbonlike stool. These 
symptoms can usually be traced to a small spastic 
sphincter. The causative factor of colic in these babies 
is inbalance of the autonomic nervous system. Infants 
of this type are likely to be found in families having 
a definite neurotic taint. 

GASTROINTESTINAL ALLERGY 

Gastrointestinal allergy may produce severe ab- 
dominal pain. The pain may simulate that of acute 
indigestion. Some common offenders are orange juice, 
egg, milk, wheat, and chocolate, and their products. 
Frequently the natural fish oils found in vitamin 
preparations are the causative factors. In the instance 
of gastrointestinal allergies the blood count or rectal 
smear may show the presence of an eosinophilia. 


SURGICAL CONDITIONS 
Abdominal pain may be a cardinal symptom in 
cases requiring surgical intervention such as occlusion 
of the intestinal tract of the newborn child. Occlusion 
may be caused by intrinsic factors, that is, within 
the intestinal tract itself or it may be due to extrinsic 


conditions, factors outside the intestinal tract but 
within the abdominal cavity. 

The intrinsic factors affecting occlusion include 
the atresias, stenoses, imperforate anus, occlusions due 
to inspissated meconium, and the existence of incom- 
plete membranes in the gastrointestinal tract. Among 
the extrinsic factors causing occlusion are hernias, 
congenital bands or adhesions, Meckel’s diverticulum, 
intestinal malrotation, with or without volvulus, and 
ruptured viscera. 

Intrinsic Factors.— 

Symptoms of atresia and stenosis manifest them- 
selves within 24 hours after birth. Gas begins to 
accumulate in the stomach of a normal infant within 
5 minutes after birth and is passed into the ileum 
within 2 hours. This is helpful in roentgen diagnosis 
of the abdomen for one may determine the site of 
obstruction by observing the gas pattern and the level 
at which it stops. The use of barium sulfate is contra- 
indicated as it tends to delay the resumption of normal 
gastrointestinal activity and may even cause recur- 
rent obstruction due to the narrow caliber of the 
infant intestinal tract.° The clinical picture of ob- 
struction is that of bile-stained emesis of progressively 
greater severity and frequency, abdominal distention, 
and fever. Meconium stools may be passed from the 
bowel distal to the obstruction. The absence of corni- 
fied epithelial cells in the stools during the first 48 
hours is diagnostic of atresia and is known as 
Farber’s test.* 

Pylorospasm should be suspected when projectile 
vomiting begins in an infant 1 to 3 weeks after birth. 
It is usually a precursor to pyloric stenosis. Some 
authorities believe that pylorospasm is a manifestation 
of gastrointestinal allergy. If projectile vomiting per- 
sists despite therapeutic measures one may classify it 
as pyloric stenosis. In this condition the vomitus con- 
tains no bile. The infant is constantly hungry and 
fails to gain weight. Infrequently one or two small 
stools simulating starvation stools are passed. These 
may be green, loose, and contain mostly mucus and 
very little fecal material. Gastric peristaltic waves 
passing from left to right are observed in the epi- 
gastrium. After the child vomits the examiner may 
palpate a tumor about the size of an olive in the 
upper right quadrant. The presence of such a tumor 
is pathognomonic of pyloric stenosis.’ In order to feel 
the tumor, the physician must assume a position on 
the left side of the infant. If the condition goes un- 
treated the infant loses weight at an alarming rate 
and eventually presents the weakened, dried-up appear- 
ance peculiar to patients with pyloric stenosis. Care 
must be taken to differentiate between true stenosis 
and pylorospasm. 

Meconium ileus is thought to be secondary to 
cystic fibrosis of the pancreas as a cause of severe 
intestinal obstruction.® The absence of pancreatic fer- 
ments causes the meconium to form a thick, tenacious, 
gelatinous cast in the occluded portion of the intestinal 
tract. Roentgenograms of the abdomen will generally 
locate the ileus in the distal portion of the small bowel. 

Trichobezoar, an accumulation of hair in the 
stomach, is often encountered in infants and children. 
The symptoms are indefinite although indigestion and 
gastric distress are usually present.’ A tumor mass 
is present and often yields a soft crackling sensation 
on palpation. X-ray confirms the diagnosis. 

Intussusception is the commonest cause of acute 
intestinal obstruction in children. It occurs predomi- 
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nantly in previously healthy males in a 3 to 1 ratio. 
Eighty per cent of the patients are under 2 years of 
age, 70 per cent are 1 year or under, and 50 per 
cent are between the ages of 5 and 7 months.’ Th 
onset is abrupt. Pain, the first symptom, is severe 
and cramplike in character and subsides in a fey 
minutes only to recur at short intervals. The child’: 
face is pale and shows signs of pain. There may be 
some vomiting; however, the bowels frequently con 
tinue to move normally. As the attacks of pain becom 
more protracted and severe, straining occurs. At firs’ 
the stools are fecal; soon, however, the passages con 
tain only blood and mucus or merely blood tinge: 
mucus. This material is known as currant jell) 
and is a definite diagnostic sign of intussusception 
Gradually apathy overcomes the child and he remain- 
quiet until a severe attack of pain causes him to cr) 
out. If allowed to continue, the pain and straining 
eventually lead to exhaustion. Vomiting increases and 
the infant presents symptoms of toxemia. Palpation 
of the abdomen reveals a mass resembling the contour 
of the bowel in the region of the ascending or trans- 
verse colon. This mass, which may resemble a sausage. 
becomes harder during the spasm; between attacks i 
is soft and often cannot be palpated. 


Extrinsic Factors.— 


Diaphragmatic hernia in the newborn is usually 
manifested by difficulties in swallowing and respira- 
tion. Frank obstruction is not common and diagnosis 
often requires x-ray examination. Very often the 
abdominal contents are found in the thoracic cavity. 
Decreased respiratory excursions, dullness or tym- 
panites, and decreased or absent breath sounds may 
be clues to the diagnosis. One usually finds an increase 
in the pulse and respiratory rates. The heart is fre- 
quently displaced to the opposite side and one may 
hear bowel sounds on the affected side. X-ray and 
fluoroscopic studies permit identification of herniating 
structures. 

Incarcerated inguinal hernia presents a diagnostic 
problem. Upon careful examination one finds a small 
mass in the inguinal area which on palpation reveals 
a crepitant sound if intestinal contents are within the 
hernial sac. If the hernia is not reduced, symptoms 
of intestinal obstruction appear including vomiting 
and extreme prostration. Ladd and Gross? state that 
if a hernia is found after 6 months of age almost no 
hope for a natural cure should be entertained. 

According to Norris and Brayton,’ “The most 
frequent congenital band producing intestinal obstruc- 
tion in infants and children is a persistent remnant of 
the vitelline duct which may form a connection be- 
tween the umbilicus and a Meckel diverticulum.” 
Meckel’s diverticulum is a remnant of the omphalomes- 
enteric duct. Diverticulum hemorrhage should always 
be thought of in cases of sudden painless passage 
of blood,’ increased pulse rate, pallor, lethargy, and 
eventual collapse. This is not always the picture, how- 
ever. One may also find a cystic tumor, inflammation, 
intussusception, and intestinal obstruction resulting 
from a diverticulum. 

Trauma to the abdomen may produce a ruptured 
viscus. A tense, board-like abdomen accompanied by 
symptoms of varying degrees of shock indicates a 
ruptured viscus with or without hemorrhage.*® Here 
again severe pain is experienced. 

Appendicitis is one of the most common causes 
of abdominal pain in children. It is characterized by 
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fever, nausea, vomiting, localized tenderness, and 
rigidity. The attack generally begins with pain around 
the umbilicus which localizes in the right iliac fossa 
within 24 hours after the onset of the attack. The pain 
is often colicky, intermittent, and may return with 
increasing severity. The patient usually lies quietly in 
_ bed when free of pain but shows discomfort when the 
abdomen is palpated. Frequently there is flexion of 
the right thigh on the abdomen. The temperature 
may vary between 99 and 102 F. Tenderness is the 
most important sign and when definitely localized in 
the right lower quadrant is more significant than any 
other single factor. The presence of rebound phenome- 
non is an aid in the diagnosis of appendicitis, as is the 
existence of right-sided tenderness as determined by 
rectal examination. A low enema may be administered 
without harm ; however, laxatives and cathartics should 
not be used when abdominal pain is present since 
their use may cause a perforated appendix with 
resultant peritonitis. 
NONSURGICAL CONDITIONS 

There are a number of entities which give rise 
t’ abdominal pain but which are caused by conditions 
apart from the intestinal tract and which are not amena- 
bie to surgery. 

Primary peritonitis, an uncommon condition in 
cuildren, may be due to hemolytic streptococci, pneu- 
mococci, or influenzal organisms. It occurs in infants 2 
years old or over and follows an acute upper respira- 
tory infection. Secondary peritonitis is generally a 
result of ruptured viscera, primarily the appendix. 
The symptoms are nausea, vomiting, and abdominal 
pain; there may also be present a transient diarrhea. 
The patient presents an anxious, pained facial expres- 
sion; sweating ; hypothermia; pallor; rapid pulse ; and 
weight loss.** He lies quietly on his back with both 
legs flexed on his thighs. A state of shock usually 
exists. As the peritonitis progresses, peristalsis dimin- 
ishes and the abdomen becomes boardlike due to in- 
creased muscular rigidity. Time is of the essence in 
diagnosing and instituting the proper treatment. Those 
cases in which pneumococci are the causative agents 
occur almost exclusively in girls, and are not as severe 
as streptococcic cases in which the patient is extremely 
sick and usually gives a history of preceding sore 
throat.'* 

Tuberculous peritonitis is usually secondary to a 
primary focus of infection elsewhere in the body, 
frequently in the abdominal cavity itself. Forty-six 
per cent of the cases occur in patients under 10 years 
of age. The onset of symptoms is usually insidious; 
however, in the acute cases the onset may be marked 
by severe malaise, loss of weight, and enlargement of 
the abdomen due to ascites in addition to the other 
symptoms of peritonitis. Upon palpation one is apt to 
feel a doughiness of the skin covering the abdomen. 

One must be on the lookout for conditions arising 
in the lower chest such as pleurisy, pneumonia, or 
pericarditis which give rise to a clinical picture re- 
sembling appendicitis.** Differential diagnosis may be 
based on the temperature which is usually quite high 
and the pulse and respiratory rates which are much 
more rapid than in appendicitis. If abdnominal pain 
is caused by pneumonia it is usually diffuse about or 
above the umbilicus and is severe, distressing, persist- 
ent, and of several days’ duration. Physical examination 
will reveal dullness, rales, or a friction rub which will 
aid in diagnosis. The white blood cell count will range 
from 25,000 to 40,000. X-ray examination, by show- 
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ing the presence of an early pneumonia, will also aid 
in diagnosis. 

Vomiting and abdominal distress which go with 
acidosis, whether from diabetes or other causes, should 
be differentiated from appendicitis. These patients 
are ill looking and vomit frequently. The abdomen 
becomes tender and localizing signs are present. One 

nay detect an acetone odor of the breath and, in 
advanced cases, hyperpnea is noted. A urinalysis may 
be helpful by showing the presence of diacetic acid. 


In abdominal rheumatism there is a preceding 
history of joint pain, nosebleeds, or other signs of 
rheumatic infection. The pain is higher in the abdomen 
and not as severe as that of appendicitis. The erythro- 
cytic sedimentation rate and electrocardiographic trac- 
ings may aid in differential diagnosis. 

One may suspect acute enteritis if diarrhea, 
nausea, vomiting, a high fever, and leukocytosis are 
present. Fluid administration may help to differentiate 
acute enteritis from acute appendicitis; if the patient 
has enteritis, symptoms will decrease and eventually 
disappear following fluid therapy. 

A history of frequent or painful urination is 
usually found in patients with acute pyelocystitis. Pain 
and tenderness are sometimes localized in the right 
lower quadrant of the abdomen and there may be 
muscular rigidity. The onset may be marked by a 
chill accompanied by a high fever. A finding of pyuria 
confirms the diagnosis. 

Renal colic, usually due to calculi, is characteristi- 
cally found in a very fretful, restless child. He may 
complain of pain in the renal region which radiates 
down into the groin, testicles, penis, or thigh. A find- 
ing of hematuria with or without colic is helpful in 
arriving at an accurate diagnosis. 

Onset of menstruation may cause vague lower 
abdominal and pelvic pain characterized by mild and 
poorly localized tenderness. On rectal examination 
motion of the cervix and palpation of the adnexal 
regions reveals slight tenderness. Beginning of ovula- 
tion will also cause abdominal pain.* 

INFECTIOUS DISEASES 


Care should be taken not to overlook the prodromal 
signs and symptoms of acute contagious diseases such 
as Koplik spots in measles, circumoral pallor in scarlet 
fever, and hyperasthenia in poliomyelitis. Vomiting, 
pain, and abdominal tenderness and rigidity in the 
right lower quadrant may mark the onset of typhoid 
fever. This disease is seen relatively infrequently 
today, however. Careful laboratory testing will differ- 
entiate it from other enteritic diseases causing the 
same picture. Undulant fever often reveals a bizarre 
symptom complex in which abdominal pain is a fea- 
ture. If a history of consumption of raw milk is 
known, and an elevated temperature is present, labora- 
tory testing is advised to substantiate the diagnosis. 

If on examination of the patient one finds abnor- 
mal reflexes, a positive Kernig sign, the presence of a 
fine petechial rash, and abdominal pain, one must 
suspect meningitis. In a patient who shows signs of 
meningeal irritation or in whom meningitis is suspected, 
a spinal tap is a must. 

Peptic ulcer is not a common diseases of child- 
hood. In children under 10 years of age the familiar 
syndrome characteristic of uncomplicated ulcer is usu- 
ally absent. Regardless of the age of the child, how- 
ever, a very strong suspicion of peptic ulcer should 
be held when a complaint is presented of epigastric 
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pain occurring sometime after meals and particularly 
at night which is relieved by ingestion of milk or 
other food or by emesis and which is accompanied by 
tenderness in the right upper quadrant of the abdomen. 
The occurrence of gastric or duodenal ulcers in in- 
fants is not common. When such ulcers do occur they 
are usually acute ; bloody stools are indicative. 

Abdominal epilepsy, although rare, must be thought 
of as a cause of abdominal pain. Epileptic patients at 
sometime or other will develop neurological symptoms 
consistent with convulsive disorders. Periods of sleep 
following attacks of abdominal pain, fainting spells, 
migraine episodes, and actual epileptic seizures are 
the common complaints. 

The condition most frequently mistaken for acute 
appendicitis is mesenteric lymphadenitis following 
upper respiratory infection."* The ileocecal junction 
in the mesoappendix and the retroperitoneal glands are 
the sites primarily affected. The infective organisms 
presumably are swallowed, pass through the intact 
mucosa, enter the lymphatic channels, and produce 
inflammation of the mesenteric nodes. The signs and 
symptoms of mesenteric adenitis—although more gen- 
eralized since they cover the entire abdomen—resemble 
those of appendicitis so closely that a true diagnosis 
can be achieved only by resorting to surgery. 

The lower extremities should be examined for 
the presence of lesions resulting in femoral of inguinal 
adenitis which may refer pain to the right lower 
quadrant. 


POISONING 


The products of many micro-organisms have been 
found to cause intestinal upsets which are ushered in 
by violent abdominal pain. Localized tenderness is 
rare. When diarrhea is the first symptom and nausea 
or vomiting precede the pain, the patient is not likely 
to be suffering from acute appendicitis.’ 

Oral ingestion of various types of poisons causes 
the death of at least 400 children annually in the United 
States. Lye, kerosene, witch hazel, and many other 
household products cause damage to the hands, lips, 
and mucous membranes of the mouth, pharynx, and 
esophagus, and may cause severe abdominal pain, 
nausea, and vomiting. In order to determine the 
identity of the offending poison, one should look for 
loose pills, empty containers, and spots on the floor. 
Accurate identity is of prime importance in treating 
the patient, for one must be reasonably sure of the 
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specific poison in order to treat the presenting symp- 
toms. 

Acute lesions of the gallbladder and pancreas are 
rare in children but should not be overlooked. Abdomi- 
nal tumors, while not common, do occur. Ovarian 
masses, usually cystic in character, occasionally be- 
come twisted on their pedicles, producing pain. The 
identical phenomenon may present itself with omental 
or mesenteric cysts. 

OTHER CAUSES 

Blood dyscrasias constitute another cause of ab- 
dominal pain which should not be overlooked. The 
crisis of sickle cell anemia, a nonsurgical manifestation, 
has been notorious for its simulation of surgical condi- 
tions. This anemia occurs predominantly in Negroes 
and is diagnosed mainly by the high percentage of 
sickle cells present in circulating blood.*® Cooley’s 
anemia and leukemia must not be overlooked either. 

Parasites inhabiting the intestinal tract present 
problems in diagnosing abdominal pain.’* The presence 
of ascaris lumbricoides, the giant roundworm which is 
normally encountered in the intestinal tract, may cause 
no symptoms or it may produce symptoms of intestinal 
colic. Some patients ultimately show signs of toxemia 
due to absorption of the worms’ by-products. Oxyuris 
vermicularis infestation produces symptoms of acute 
or subacute appendicitis and is accompanied by pruritus 
ani which in turn is often complicated by a weeping, 
eczematous area about the anus. Children become irrita- 
ble, lose weight, suffer from nocturia, and sometimes 
develop nymphomania. Both Ascaris lumbricoides and 
Oxyuris vermicularis can cause intestinal obstruction 
by blocking the lumen of the tract. Giardia lamblia, 
a common inhabitant of the duodenum, also should not 
be overlooked. If a patient suffers from frequent 
abdominal pain and diarrhea or shows signs of anemia 
and gastrointestinal upset, a provisional diagnosis of 
giardiasis may be entertained. A finding of persistent 
eosinophilia should cause one to think of parasites. 

CONCLUSION 

Space does not permit a more detailed exposition 
of acute abdominal pain in infants and children; how- 
ever, this paper highlights the more common causes. 
The importance of correct differential diagnosis can- 
not be over emphasized. Care in ascertaining an ac- 
curate history and thorough diagnostic measures are 
mandatory. 


1630 S. 6th St. 
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Psychological Preoperative Preparation 
of the Patient 


INTRODUCTION 

Every doctor has observed the postsurgical patient 
who continuously complains of excessive nausea, ano- 
rexia, and extreme pain and refuses to ambulate as he 
should. The tendency is to label these patients as 
neurotics. In some instances this may be true but very 
often little is done to help them overcome their so-called 
neurosis. The best prophylaxis for this situation is a 
preoperative interview between patient and surgeon 
during which the reasons for and type of operation are 
‘xplained to the patient to help him overcome some 
f his fears of surgery. 

Many surgeons fail to recognize that each patient 
is a definite entity. The trend is to treat people as if 
they were machines in which there is some mechanical 
lifficilty that must be corrected. Too much stress is 
‘aid upon physical and laboratory examinations which, 
of course, are important but which are allowed to 
overshadow the perplexities of human individual per- 
sonalities. Compared to the personal and intimate 
methods of older physicians, the medicine and surgery 
practiced today are highly specialized and impersonal. 

The following is a brief but fairly inclusive dis- 
cussion of the factors that should be considered in the 
psychologic preparation of a patient for surgery. 
Although there may be points for disagreement, | have 
found in my contacts with surgical patients that this 
approach has many benefits and the end result is 
gratifying. 

ADMISSION TO HOSPITAL 

A fact that is often overlooked as unimportant, 
is the personality of the hospital admission officer. 
Patients get their first impression, either bad or good, 
from this first interview. The admission officer should 
by all means be pleasant ana considerate. It is advisable 
that he know what type of surgery the patient is to 
have performed which will indicate to the patient that 
the admission officer is taking a personal interest in 
him. (This is not to imply, however, that the admission 
officer is supposed to be a diagnostician or give out 
medical advice.) After the interview the admission 
officer should escort the patient to the nurses’ desk 
and introduce him to the floor supervisor. This pro- 
cedure will help put the patient at ease. 

ROLE OF NURSE 

A nurse should be more than an individual who 
writes daily reports, doles out medicinals, or jumps 
when the surgeon gives an order. Many surgeons fail 
to realize that a nurse very often spells the difference 
between a retarded and an accelerated recovery by a 
patient. Why not let the nurse know the reasoning 
behind all her menial tasks? It would be to the sur- 
geon’s benefit to explain something about the disease 
which the patient has, why the patient is getting certain 
medicaments, and why medication should be given 
immediately when it is ordered. In making his daily 
rounds the surgeon should explain to the nurse as well 
as to the resident and intern the reasoning behind his 
choice of therapy and the progress that he expects 
from the patient. 


ROBERT R. MAGLIOCCO, D.O. 
Milwaukee 


The surgeon should be a democratic individual. 
Among other things he should be kind and considerate 
of the nurses and not expect them to work harder 
than he himself would. Such actions will earn him 
the respect and whole-hearted support of the entire 
nursing staff. The nurses will take better care of and 
have more interest in their patients. Because she knows 
what reactions to expect from patients after surgery, 
the nurse will write better reports; her observations 
can be invaluable guides to the surgeon. 

The nurse is one of the first individuals with 
whom the patient has direct contact. The relationship 
between the surgeon and the nurse has much to do 
with the attitude the nurse assumes toward newly- 
admitted patients. She can make the patient feel at 
ease by allaying many of the anxieties that have arisen 
in the patient’s mind from hearsay. The nurse should 
treat the patients tenderly and calmly reassure them, 
She should not attempt to answer technical questions 
but should refer the patient to the surgeon. In general, 
a satisfactory relationship between the surgeon and 
nurse will engender an attitude of cooperation. 

ROLE OF THE RESIDENT AND INTERN 

The surgical intern and resident play a major 
part in the psychologic preparation of the patient for 
surgery. If they display sympathetic interest in the 
patient, they may bring to light many psychogenic 
factors which will play an important role in_ post- 
operative recovery. | good history written by an 
intern or resident often provides the surgeon with 
valuable information, 

It is during residency and intern training that 
physicians and surgeons should learn to meet all types 
of patients. There is a great tendency for interns and 
residents to shun patients with neurotic tendencies. 
They fail to realize that it is often an outlet for these 
patients to confide their fears, anxieties and personal 
problems. In turn the intern or resident can aid in 
abolishing fears and apprehensions of surgery and 
help the patient to work out his personal problems. 
In this latter respect it is often wise to inform the 
family physician or surgeon of the patient’s problems. 
The intern or resident is in a position to aid in the 
preoperative preparation of the patient as well as to 
speed the postoperative recovery by being friendly, 
sympathetic, and understanding no matter what the 
psychologic make-up of the patient may be. 

One thing that should be remembered is that a 
neurotic patient can have just as serious an organic 
disease as a psychologically sound individual can have. 
The main objective is to prove or disprove the pres- 
ence of an organic disease ; in the meanwhile the intern 
or resident should maintain a good bedside manner. 
Such a manner will aid in obtaining information from 
all types of patients, 

ROLE OF THE SURGEON AND PHYSICIAN 

It is often quite difficult for doctors to realize 
the fears and anxieties that prey upon the mind of a 
patient. It is often well for the physician to ask 
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himself how he would feel, in view of all his knowl- 
edge of medicine and surgery, if he were a patient 
who was to be hospitalized tomorrow. The only way 
to find that answer is to be a patient sometime. Judging 
from my own experiences, I can say that the majority 
of physicians would think twice about being a surgical 
patient and would, in all probability, delay their hos- 
pital visit as long as possible. How then can a physi- 
cian-patient who knows the capabilities of the one who 
is to operate upon him and who still maintains fears, 
expect his surgical patients to be free of the same 
fears and apprehensions concerning surgery ? 

As I have said previously, the medicine and sur- 
gery practiced today is highly specialized and imper- 
sonal compared to the intimate, personal methods of the 
older physicians. Today’s schools have done a great 
job of training doctors to interpret, with great ease, 
all types of physical and laboratory examinations but 
they have grossly neglected teaching the art of re- 
assurance: I refer to the allaying of the patient’s 
fears and anxieties. Schools should develop this art 
just as conscientiously as they do the scientific phases. 


The one who has probably the greatest opportu- 
nity to develop the art of reassurance is the young 
resident surgeon who can, if he so desires, spend more 
time finding out something about the patient’s fears 
and anxieties than can the busy physician in practice. 
This art should be put into use throughout his life as 
a surgeon. However, most surgeons feel that they 
are above this approach to the patient and do not wish 
to be bothered by such matters. They tend to assume 
an attitude of superiority toward the patient, forgetting 
that they were once humble interns and residents who 
had to establish a sympathetic contact with patients. 
Older surgeons were taught the necessity of a sym- 
pathetic approach and as a result they were able to 
obtain intimate personal histories from their patients. 
In this patients gain confidence in the surgeon, a situa- 
tion which will diminish the risk of surgery and 
tremendously enhance the patient’s postoperative res- 
toration. This is the first step toward reassurance. 


It should be remembered that the surgical patient 
usually gets a considerable amount of faulty informa- 
tion and advice from friends, relatives, and other hos- 
pital patients who love to tell of the horrible ordeals 
which they suffered when they had their operation 
which probably was a simple appendectomy. The 
patient who suffers after a relatively simple surgical 
procedure is the ill-advised patient. The ill-advised 
patient is the one who knows nothing about the type 
of surgery performed, why it is done, or what the 
postoperative effects will be. It is a daily occurrence 
for me to talk to patients who do not know what 
organs have been removed or what surgical procedure 
was performed previously. These same patients usu- 
ally fear future surgery because of their distasteful 
experience. The aura of mystery still prevails, although 
another means of allaying fears and anxiety is to 
educate the patient. 

In my opinion, the educational process shotild 
consist of one or more interviews with the patient 
depending, of course, on the seriousness of the surgery 
to be undertaken. In this interview the surgeon must 
spend sufficient time with the patient to develop a 
sympathetic contact. The most ideal situation, although 
not always the easiest to arrange, would be for the 
surgeon to see the patient in his office before he enters 
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the hospital. If this cannot be arranged then the 
family physician should actively participate in the 
psychologic preparation of the patient by telling what 
pathology he has found, what he believes will bc 
done in surgery, and why it will be done. A method 
employed by some doctors is to show normal and 
abnormal illustrations of the area involved. It is als« 
the duty of the family physician to assure the patient 
of the surgeon’s ability as a technician and as a 
physician: If the surgeon is not able to see the 
patient before the hospital admission, then a privat 
interview in the hospital is desirable. Unfortunatel) 
private hospital meetings are sometimes impossible, the 
institutional situation being what it is in some instances. 
If possible, however, the surgeon should see the 
patient and explain in a simple manner just what is 
wrong with him. 

The next step is to describe what preoperative 
procedures are to be performed, such as blood exami- 
nations, electrocardiographs, x-rays, insertion of Levine 
tubes, et cetera, and the reason why they are being 
done. If this is done the patient will be more co- 
operative, and better diagnostic and therapeutic results 
will be procured. A full description of the surgical 
procedure is not always necessary; however, if a 
patient is intelligent enough to understand and insists 
upon an explanation, then by all means a description 
should be given. The surgeon should encourage the 
patient to ask questions and express fears which can 
be straightened out before surgery. 


The postoperative management should be clarified 
so that the patient knows why he is getting intravenous 
fluids, the reason for early ambulation, and the justifi- 
cation for any procedure used. These factors may 
all seem very trivial at times but to the patients they 
are all important and help to develop mental tran- 
quillity. 

It is the duty of the surgeon to dispel all false 
impressions of the effects of surgery. Most patients 
have a fear of losing their sexual powers following a 
herniotomy, hysterectomy, prostatectomy, and even a 
colostomy. If these fears are not quelled, the possibility 
of a patient’s developing postoperative psychic im- 
potence is great. 

Many patients are allergic or sensitive to various 
antibiotics, narcotics, sulfonamides, et cetera. They 
have a fear of these drugs because previous experience 
has taught their consequences. Therefore, these medici- 
nals should be avoided unless their use is absolutely 
necessary and the patient should be assured of this 
fact so as to relieve his fear of an allergic reaction. 

Very often patients have marital and economic 
problems or children to worry about. It is the duty 
of the family physician or the surgeon to explain to 
the husband or wife, as the case may be, that it is very 
important to settle all differences for the welfare of 
the patient. Economic problems should always be a 
minor consideration when it is essential that surgery 
be done to preserve the health of the patient. Children 
are a worry for any mother and the family physician 
should make sure that proper care will be available 
for them during the mother’s hospital stay because 
outside influences of this type have a great bearing 
on the speed of postoperative rehabilitation. 

The symptoms that develop postoperatively are 
often withheld from patients. Although it is not my 
purpose to discuss postoperative effects I believe one 
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thing should be mentioned. Before the patient leaves 
the hospital, the surgeon or family physician should 
explain just exactly what postoperative symptoms to 
expect. For example, patients become very alarmed 
when they begin to have hot flashes and other symptom 
complexes due to a bilateral oophorectomy. An ex- 
planation of these postoperative symptoms will help the 
patient to accept them with peace of mind. 
ROLE OF THE ANESTHETIST 

Many patients fear anesthesia more than they 
do surgery. Therefore, the anesthetist plays an impor- 
tant role in preparing the patient for surgery. It is 
not absolutely necessary that he see every patient but 
it is important that he interview those patients who 
are at all apprehensive about the anesthetic agents 
that are to be used. Furthermore it is the anesthetist’s 
duty to dispel any false beliefs which patients may 
harbor. These beliefs usually arise from talking to 
friends, relatives, or other hospital patients. Some 
people dislike gaseous agents, others tear spinal anes- 
thesia, others do not like the idea of an intravenous 
agent. The anesthetist, if at all possible, should either 
avoid using anything that the patient fears or should 
help him relinquish his false beliefs. When it is 
necessary that a certain type of anesthetic be used, the 
reasons for its use should be explained either in terms 
of its benefit to the patient or as an aid to the surgeon. 
If the patient objects emphatically to a type of anes- 
thesia that is necessary, it can be administered without 
his knowledge. An interview between the patient and 
the anesthetist may also help the anesthetist to decide 
what postoperative medication should be used. A pro- 
cedure routinely practiced in our institution is to 
administer barbiturates the day before surgery as part 
of the preoperative preparation. 

ROLE OF THE PSYCHIATRIST 

Very often specialists attempt to explain clinical 
manifestations strictly within the limits of their own 
scope of practice. This is true of many surgeons who 
refuse to recognize other specialty groups, very often 
at the expense of the patient’s health. Frequently, it 
is difficult to categorize patients and, as a result, perti- 
nent factors regarding proper therapy are omitted. 
This is very true of surgical patients in need of psychi- 
atric care as well as of psychiatric patients in need of 
surgical care. Not too infrequently a patient is sub- 
jected to surgery who in reality should be under 
psychiatric care. Many surgeons are reluctant to admit 
this not only before the operation but even after the 
patient has been found to be nonpathologic at surgery. 
One basis for this reluctance is the fact that patients 
are often improved symptomatically following surgery 
because the operation itself is a means of psychotherapy 
in that it produces an effect beyond a mere alteration 
in anatomy or physiology. 

Many patients feign symptoms necessitating sur- 
gery to gain attention. This is only a temporary means 
of satisfying their desires for sympathy and sooner or 
later they develop new symptoms of some other dis- 
ease so that another operation may be performed. Even 
though surgery may be a means of relieving these 
symptoms, why should a patient be subjected to the 
risk of surgery when psychiatric care can cure 
the patient permanently and in a more conservative 
manner ? 

On the other hand, certain diseases produce 
vague symptom complexes that are often mistaken for 
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psychotic tendencies and the patient is referred to the 
psychiatrist for treatment. This can be a_ serious 
mistake because some of the most malignant diseases 
produce only vague symptoms. Therefore, a patient 
should never be dismissed as psychotic until all appro- 
priate laboratory and clinical diagnostic examinations 
have proved negative. 

The physician must try to differentiate the true 
surgical and psychiatric patient. He should, however, 
use psychiatry to prepare patients for surgery wheneve: 
necessary. 

Brooks' cites the case of a young woman who 
was suffering from a toxic thyroid. She was sent 
by a very famous surgeon to a psychiatrist with the 
request that he get rid of some of her fears so she 
could undergo operation. The psychiatrist analyzed 
the girl and at the end of 3 months sent her back to 
the surgeon minus fears and also minus her goiter. 
The surgeon bewailed the loss of his patient but ex- 
pressed happiness over the outcome of the case. 

TRUTH ABOUT CANCER 

The question of whether to tell cancer victims 
the truth about their condition is a controversial one. 
There seem to be two schools of thought; one is 
definitely against telling patients about the existence of 
a malignancy while the other advocates informing 
patients about their disease. ’ 

Generally speaking, it is usually quite difficult 

to hide from a patient the fact that he has a malig- 
nancy. Even if the doctor is able to tell a very con- 
vincing lie the truth is‘ usually unintentionally relayed 
by some member of the family or a friend who will 
say things that will lead the patient to believe he has 
cancer. Doctors are known to be notoriously evasive 
and patients are aware of this fact. Their object in 
not telling the truth, of course, is to keep the patient 
from worrying. However, it is often more terrifying 
for the patient not to know the truth and yet know he 
is dying. Patients usually have a fairly good insight 
into their condition and the shock of confirmation is 
not great. Alvarez,? one of the greatest living authori- 
ties on psychosomatic medicine, has said: 
Through the years I have tried both methods: (1) frankly 
telling the truth, and (2) trying to avoid saying anything; 
and I have had unhappy experiences with both technics. Many 
a time I have wished afterward that I had told the truth, and 
sometimes I have wished I hadn't, but I have come to the 
conclusion that usually the truth is better. 


I have seen both methods used and it is my opinion 
that telling patients the truth has greater benefits. It 
gives the patient a chance to settle business and family 
affairs. Moreover, the family will be more at ease— 
often it is the patient who keeps the morale of the 
family high. Of course telling the patient is a delicate 
situation and must be handled very diplomatically. The 
revelation must not be undertaken by a_ stranger. 
Preferably the family physician should do the telling 
unless the surgeon is equally well acquainted with the 
patient. Harsh words and bold facts must be tempered 
to a reasonable degree. The word cancer should never 
be mentioned. The terms “tumor,” “spreading growth,” 
or “malignancy” are preferred. Even if the truth 
comes as a great shock to the patient, he appreciates 
it and looks upon the doctor as a friend. It then 
must be explained to him that surgery and postopera- 
tive radiation therapy may cure him. (If a physician 
were to submit a patient to radiation therapy the 
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patient would immediately be sure that he had cancer 
whether he were specifically told or not.) The doctor 
should also explain that newer methods of treating 
cancer are being developed and a cure may be found 
in the very near future. 


The physician must also consider the patient who 
suspects the truth but who doesn’t want to hear it. If 
this is the case and if the patient is cooperating with 
the treatment, then by all means the doctor should 
accede to the patient’s obvious desire. 


COLOSTOMIES 


One of the greatest mistakes that a surgeon can 
make is not to tell a patient that he is going to have 
colostomy. It is a terrific shock to a patient to discover 
3 or 4 days after surgery that his bowels are being 
evacuated from the side of his abdomen. The patient 
often refuses to look at it and becomes thoroughly 
disgusted. He wonders how his family and friends 
will react and how he will take care of such a mess. 
Usually the patient’s first thought is that he has cancer. 
In reality the colostomy may be only a temporary 
means of therapy. 


If the surgeon would only take time beforehand 
to explain to the patient the necessity for a colostomy 
the postoperative recovery would be psychologically 
sound. During the preoperative period the surgeon 
should explain why a colostomy is needed and whether 
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The possibility of discovering cancer of the uterine cervix 
and starting treatment 5 to 7 years before the typical symptoms 
appear has been demonstrated in clinical studies made by the 
Public Health Service. 


In examining a group of more than 3,000 women at a 
clinic formerly operated by the Cancer Control Branch of the 
National Cancer Institute at Hot Springs, Arkansas, two 
physicians assembled data which suggested “that the majority 
of cervical malignancies existing in a group of female patients 
are present in an asymptomatic, localized form for a minimum 
of 5 to 7 years before the typical symptoms and clinical appear- 
ances of cancer become apparent.” 


The studies were made by Dr. Rodney B. Nelson, formerly 


_ Assistant Surgeon (R), and Dr. Albert W. Hilberg, Surgeon 


(R) of the Public Health Service. In their examinations the 
two doctors employed the cytologic test and the biopsy. Re- 
sults of both these tests are disclosed in laboratory examina- 
tion of the material to determine whether cancer cells are 


REFERENCES 


ADDITIONAL REFERENCES 


EARLY DIAGNOSIS OF CANCER OF THE UTERINE CERVIX 


ournal A.O.A, 
Yecember, 1951 


it is to be permanent or temporary. It should be pointed 
out that colostomy bags are easy to manage; there 
are ways to eliminate the odor and the bag can be 
cleverly concealed. It could also be explained that 
frequently a bag isn’t necessary because the patient 
can learn to control his evacuations via a colostomy 
as easily as a normal person controls his evacuations 
from the anus. 


If the necessity for this surgical procedure is ex- 
plained in a diplomatic manner the patient will accept 
his colostomy as a challenge. And if upon opening the 
abdomen the surgeon finds that a primary anastomosis 
can be done instead, the patient will be that much 
happier. 

CONCLUSION 


The establishment of mental tranquillity before 
surgery is necessary so that a psychologically sound 
postoperative recovery can be expected. Many factors 
are involved in effecting this state. Although the 
reassurance of the patient is often a difficult task, one 
should never be discouraged. Probably the biggest 
single factor that comes into play is the attitude of 
the surgeon and the family physician. For reassurance 
to take effect, the patient must have complete confidence 
in the doctor and the doctor must have complete 
confidence in his diagnosis. 
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present. The cytologic test is made first and usually indicates 
whether a biopsy should be made. “Under the conditions of 
this study,” Drs. Nelson and Hilberg reported, “the combined 
accuracy of the two techniques in diagnosing carcinoma of 
the cervix approaches 100 per cent.” 


The average age of the 3,224 women examined was 45.6 
years. It was found that there was an interval of 3 years 
between the mean age of patients with cancer of the cervix 
which had not invaded the uterus proper and those with 
early infiltrative cases, and approximately 7 years between 
preinvasive and advanced cases. 


“This points up the importance of the presymptomatic, 
incipient stage of cervical cancer and the possibility of diag- 
nosing it over a period of several vears before it becomes 
clinically apparent,” the investigators said. The data assembled, 
they said, indicate that “there is a considerable reservoir of 
unknown cervical cancer in a population which can be demon- 
strated hy the means used here. 
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MAN AND HIS YEARS 


When the historians of 2000 A.D. evaluate the 
significant happenings in medicine in the mid-century, 
they will hold as one of the most significant the first 
national Conference on Aging in Washington, August 
13-15, 1950. There were gathered 816 participants 
from every part of America and from widely varying 
fields of interest and responsibility, all individuals 
who could speak with authority in their chosen fields. 
They were assembled in Washington not by govern- 
ment mandate, but rather by their own request. A 
study of the roster of registrants reveals the thinking 
America. The Conference became not an administra- 
tive project but a great public forum in which only 
forty government employees were invited as full- 
fledged participants, and they as individual specialists 
rather than organization representatives. Out of this 
meeting of a year ago comes a volume’ to which future 
historians will turn as one of the first documents 
indicating that medicine then had become a_ social 
science and was accepted by leaders in every field of 
man’s activity as such. These historians will point 
out, however, a lag in the curriculum of medical 
schools of the day which gave little evidence that 
medicine was taught as a social science. 

Back of the Conference was at least a decade of 
active study and 2 years of actual preparation and 
planning, all in the growing shadow of the population 
profile of America, an aging profile with approximately 
12 million people 65 and over in the United States on 
April 1, 1950. That profile becomes accentuated by 
the estimate that by 1975 there will be 17 to 20 million 
over the age of 65. 

Implications of longevity, however, are not what 
they appear for the total life span has increased but 


1. Man and his years, an account of the first national Conference 
on Aging, sponsored a the Federal Security Agency. Health Publica- 
tions Institute, Inc., Raleigh, North Carolina, 1951. 
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little. Once the individual has reached the age of 65, 
he may expect to live only 1% years more than he 
could have expected at age 65 in 1900. As pointed 
out recently in THe JourNAL, therein lies the chal- 
lenge of longevity? with the need for fundamental 
knowledge concerning the normal aging process. The 
mere fact that upon reaching the age of 65 life expecta- 
tion has altered so little does not mean that we do 
not have older people with us in vastly increasing 
numbers. In 1900 but 4 per cent of our people were 
65 or over ; today that number is 8 per cent. 

Since the turn of the century we have shifted 
from an agricultural to an industrial economy. At 65 
there is a place for the man on the farm; in the great 
city there is little place for him, not even room for 
him to have a home. Our forgotten men begin at 65. 
It is this aging population that the Conference was 
concerned with and that this volume reports upon. 
The report is an attempt to answer the primary ques- 
tion of the Conference: What shall we do about our 
old people—ignore and dissipate the most mature 
years of their lives so that they become meaningless 
as people and as part of our national community life ? 
Or shall we look upon their experience, skills, wisdom, 
and judgment as great national assets which could 
serve the country well? Should we seek to find a way 
to keep these people young, even while they grow old 
—young in the sense of the energy, usefulness, and 
creativity which we associate with youth? Throughout 
these reports emphasis is placed upon the community, 
the neighborhood, and the home town, as the only 
place where the problem can find its ultimate solution. 
The policy to be followed must be a public one based 
upon community action, with no national conference, 
no federal agency taking the place of neighbors helping 
one another in their own community, not alone in the 
spirit of love and respect, but with understanding and 
knowledge undergirding concern for the individual. 
This knowledge the conference supplies or points the 
way to in “Man and His Years.” The twelve “Find- 
ings” reported on pages 290 to 295 epitomize a com- 
bined experience in community organization as applied 
to the specific problem of mobilizing community effort 
to conserve and utilize the resources of an aging 
people. The entire text becomes a handbook of vital 
interest to administrators in every section of the com- 
munity—industrialists, educators, labor and business 
heads, religious leaders, and physicians, together with 
any group concerned with public welfare. Experts 
from these fields constituted the Conference and the 
results of their own studies are now made available 
to the rank and file of representative people back in 
the home community. (It should be known more 
generally in our profession that the representative of 
the American Osteopathic Association was Alexander 
Levitt, chairman of its Bureau of Research. Dr. Levitt 
was assigned to the committee which dealt with the 
etiology and epidemiology of degenerative diseases, a 
field in which he himself is doing distinguished work. ) 

Aside from the work of the Conference and its 
findings, the entire project is most significant as an 


2. Editorial: The challenge of longevity. J. Am. Osteop. A. 50:529, 
June 1951. 
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example of the ability of the democratic process to 
initiate a project and carry that project through to one 
stage of its accomplishment, not by any fiat of govern- 
ment which would control it throughout, but by recog- 
nition by individuals, groups, and communities of a 
problem that is national in scope and which demands 
the best in concerted thinking and action. 

Having had its origin in the people, the Confer- 
ence turns back to the people and points up clearly 
their role in the solution of the problem, a role which 
they must assume if the work of the Conference itself 
is to go beyond mere words and a vision. Specifically, 
no physician can escape his responsibility in the matter, 
both in the way of being informed, for within the 
report is the information, and of leading the people 
whom he serves, a leadership which must reach beyond 
exploitation of their illnesses and sufferings to protec- 
tion and guidance into a happier and _ healthier life. 

The appreciation accorded to a “Man and His 
Years” by the leadership of old-school medicine gener- 
ally will be a measure of that school’s understanding of 
its own function within a democracy and of its right 
to continue to function freely and untrammeled within 
a society to which it has given such an avid lip service. 
To the osteopathic profession it will be another test 
of moral and social maturity as a school of medicine 
and its right to exist as such, 


THE ORTHOPEDIC SUPPLEMENT 

Osteopathic physicians will be interested in an 
address of special significance given at the Washington 
meeting of the American Osteopathic Academy of 
Orthopedics in October by Richard N. MacBain, 
President of the Chicago College of Osteopathy. To- 
gether with a number of other excellent papers it 
is published in the Orthopedic Supplement of this issue 
of THE JourNAL. Speaking on “The Application of 
Osteopathic Therapy in Orthopedics,” Dr. MacBain, 
who is not a member of the Academy but who has 
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been a practicing osteopathic physician over many 
years, emphasized the necessity of continually viewing 
orthopedic problems within the osteopathic concept, and 
then he entered into an analysis of that concept as it 
applies to the specialty of orthopedics. 

Within the paragraphs of this article readers will 
find a considerable amount of straight osteopathic 
thinking which will corroborate the lifelong experience 
of many of our older physicians. They will be re- 
assured that a college under the leadership of such a 
man will be a source of doctors who will possess 
those distinctive points of view which differentiate 
and characterize osteopathic medical practice from 
that of old-school medicine. 

The principles emphasized by Dr. MacBain can 


to every specialty within our profession. This is the 
kind of reorientation that needs to be done, and done 
continually. The article should be made mandatory 
reading for every senior student, intern, and resident 
in our profession. An understanding of the principles 
presented therein should be requisite for certification 
in any specialty. Their denial in practice is nothing 
less than a denial of our right to exist as a distinct 
and independent school of practice. 

The organization of the American Osteopathic 
Academy of Orthopedics is an interesting story and its 
development and growth is clearly presented in the 
address given by President Harry F. Schaffer at the 
October meeting of the Academy. It also will be found 
in the Supplement. Other papers from the program 
will be published in Tne JourNAL from time to time 
during the year, since it is not possible to publish all 
the papers in a single supplement. 

The American Osteopathic Academy of Ortho- 
pedics is not only an organization which is in the 
direct line of growth and development of medicine 
generally, it is an excellent illustration of the distine- 
tive contribution that can be made by the osteopathic 
school if its principles are allowed full play. 
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FIFTH ANNUAL PRIZE CONTEST OF ACADEMY OF APPLIED OSTEOPATHY 


The Academy of Applied Osteopathy will award cash prizes of $100.00 for first prize, $75.00 for 
second prize, and $50.00 for third prize for the three best papers of not more than 2,500 words submitted 
by any junior or senior student of osteopathy on the following subject: 


“The Role of the Osteopathic Lesion in Acute Infectious Diseases.” 


RULES OF THE CONTEST 
1. Any senior or junior student in any recognized osteopathic college may enter the contest. 


2. Papers must be not more than 2,500 words in length and, must be typewritten, double spaced, and 


3. Three judges will make the awards, giving major consideration to clarity of statement and logical 
application of osteopathic principles. Credit will also be given for general presentation and supportive 


4. Winners in this contest may elect to receive, instead of cash, a credit in the amount of the prize 
plus 50 per cent of that amount to be applied to any graduate instruction course given by the Academy of 
Applied Osteopathy within 5 years of the close of this contest. 

, 5. Three copies must be submitted to the Chairman of the Publication Committee, Thomas L. 
Northup, D.O., Altamont Court Apts., Morristown, N. J., before April 1, 1952. 
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Ask any attorney, versed in malpractice suits, what the 
effect on a court or jury is when the defendant doctor is not a 


COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 


STEPHEN B. GIBBS. D.O. member of his profession's accredited Association. Remember 
Paiieaaai the doctor is not asked why he is not a member. When he is 
Coral Gables, Florida forced to answer “No,” he is not afforded the opportunity to 
say that he thought he was saving $50 or $75 a year. The 
jaintiff’s attorney in asking the question is interested only in 


implanting in the jury’s mind that here is a doctor who is 

A direct dividend from Association membership of $103.14. “beyond the pale,” and in this he is remarkably successful. 

a year would seem quite substantial. It is a fact that the 

osteopathic physician who carries a $10,000 professional 

liability insurance policy under the Association program is 

saving an average of the above figure if he practices in any 

one of the seven most highly populated states, osteopathically 
speaking. 

There is not one state in the Union in which the difference 

in annual cost between such insurance under the A.O.A. pro-, 

gram as compared with nonmember insurance (available only 


Does it mean something to be an Association member? 
Indeed, yes. The public expects it of its doctors. The majority 
of the public (and that very definitely includes judges and 
juries) feels that there is something very definitely wrong 
with the physician who does not belong 

Since the remarks of the judge previously quoted referred 
to a member of the older school, how much more is it true 
of the younger profession, subject as it is to almost unceasing 
attacks on its practice rights. 


in Lloyd’s) does not equal a full year’s dues, even at the D. M. Dontstnorre, D.O. 
new A.O.A. dues schedule. Chairman, Committee on 
There are circumstances under which Association mem- Professional Liability Insurance 


bership could save a physician many times that sum which is 
well demonstrated by the following factual case of a non- 


MEMBERSHIP REPORT AS OF NOVEMBER 1, 1951 
member physician carrying a $10,000 policy. 


Membership Count, October 1, ...8,234 


A judgment of $17,500 was had against this doctor under 
an allegation of malpractice, and a petition for reduction te 
$10,000 was made to the court. In refusing the petition of | Graduates licensed in October, 1951.......................86 107 
this nonmember doctor, the judge made some highly significant 


Applications received in October, 1951................ 21 


remarks, demonstrating judicial thinking on the subject of | Deaths in October, 1951......... .6 
Association membership. They are excerpted as follows: Dropped from roll, October, 195 = 
yi if he (the doctor) participat in no way in the mutually bene- Resignation, October, 1951 ..........-..-:-.c-0--s-essesseece-seeee 1 8 
ficial educational activities of his profession . . . would he or any 
other practitioner have the temerity to state that by reason of such eee S as - 
self imposed isolation he might thereby blind himself to the prog- 99 
ress of his profession and by so doing evade the obligations and —— 
duties of his chosen field? Surely such is not the case. Membership Count, November 1, 1951 .........cc0..---sesseeeeeeeeeeeee-8,333 
A $17,500 judgment against a doctor with a $10,000 policy 
means $7,500 out of his pocket. That sum is approximately ; 
seventy-five times the annual premium saving previously HONOR ROLL 
mentioned. Kirk L. Hillard Arlan E. Strausser, Jr 
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BUREAU OF PUBLIC EDUCATION ON HEALTH 


Any divisional society which feels that a matter in which it 


JOHN P. WOOD, D.O is interested merits the attention or advice of the Bureau 
— oe should take advantage of this opportunity to benefit from 
Birmingham, Mich. the Bureau's consideration of the problem. 


With approximately three-fifths of the members of the 
osteopathic profession located at the present time in nine of 
the forty-eight states, the Bureau is justly concerned with 

The Bureau of Public Education on Health of the Ameri- the factors which have caused this trend and the effect which 
can Osteopathic Association will hold its semiannual meeting a continuation of this situation will have in the future. Some 
on December 13, 1951, at the Central Office in Chicago. The 25 years ago the members of the osteopathic profession were 
Bureau of Public Education on Health is one of the bureaus fairly evenly distributed in the various states. No such 
under the Department of Public Affairs of which John W. concentration of the profession as now exists was then appar- 
Mulford is chairman. The members of the Bureau and the — ent. It would appear that the major cause of this development 
expiration date of their present terms are as follows: John P. has been the failure of some states to enact public health 
Wood (1954), chairman; Forest J. Grunigen (1952), vice laws regulating the osteopathic profession which permit doctors 
chairman; Phil R. Russell (1952); Hobert C. Moore (1953); of osteopathy to care for their patients in the manner in which 
Carl E. Morrison (1953) ; and True B. Eveleth (1954). At this they have been educated and trained in osteopathic colleges. 
meeting the Bureau will review the progress made since its Licensing laws which deny to osteopathic physicians the right 
last meeting in the furtherance of the objectives of the public to use one or more of the therapeutic modalities or procedures 
health program of the American Osteopathic Association at which are necessary in the proper care of their patients and 
the state level. Problems confronting divisional societies and in the conduct of a general practice have discouraged and 
auxiliary or related organizations which come within the reduced the number of osteopathic physicians settling in these 
province of the Bureau will be discussed and action taken. _ restrictive states. States which have enacted licensing laws 


SEMIANNUAL MEETING OF THE BUREAU OF PUBLIC 
EDUCATION ON HEALTH 
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which properly regulate the profession and wisely permit the 
osteopathic physician to have available for the care of his 
patients all recognized and accepted diagnostic and therapeutic 
procedures have seen the profession increase in size and the 
number of osteopathic hospitals multiply. The emphasis placed 
by the Bureau of Public Education on Health upon bringing 
to the attention of public health officials, state officers, and 
other persons concerned with public health laws reliable and 
accurate information concerning osteopathic education and 
practice has resulted in a steady decrease in the number of 
states retaining public health laws restrictive to the osteopathic 
profession. Since the primary purpose of the osteopathic 
school of medicine is to improve the public health, restrictive 
public health laws are the most important deterrent to carrying 
out this purpose. 


One of the subjects which will be taken up for considera- 
tion and discussion at the semiannual meeting will be the 
subject of laws requiring annual reregistration and compulsory 
attendance at an educational refresher course. In_ thirty-two 
states and the District of Columbia, osteopathic physicians 
must register annually and pay an annual registration fee. As 
a prerequisite for annual registration in thirteen of these 
states licensed osteopathic physicians and surgeons must pre- 
sent evidence of having attended during the year postgraduate 
or refresher education, generally for a period of at least 2 
days and equivalent to the educational courses conducted by 
the professional osteopathic organization in the state. During 
the 1951 sessions the state legislatures of Vermont and West 
Virginia added registration and educational refresher require- 
ments to the licensing laws regulating osteopathic physicians. 
It is a matter of interest to note that two states which 
formerly had registration and refresher training requirements 
in the licensing laws of their state have repealed the provision 
relating to postgraduate or refresher training educational 
study. The State of California repealed the annual refresher 
training provision in the Osteopathic Act of California in 1943 
despite the fact that an appellate decision in the state in the 
case of Gamble v. Board of Osteopathic 130 P. 2nd 
382 (1942), had held the provision a constitutional require- 
ment. The registration and refresher training requirement of 
the South Dakota Osteopathic Practice Act was repealed in 
1949 at the time of the enactment of a new composite board 
practice act. 

The integration of the osteopathic profession into’ the 
voluntary health service plans in the various states continues 
unabated. Within the past few months the Blue Shield plan 
in operation in the State of Texas has revised its policy 
toward the payment of health services provided by osteopathic 
physicians by informing the Texas Association of Osteopathic 
Physicians and Surgeons that commencing November 1, 1951, 
all osteopathic physicians who are members of both the state 
and national osteopathic organizations will be permitted full 
participation under the plan. In a few states, it is regretted 
the Blue Shield plans continue to refuse to recognize osteo- 
pathic health services as eligible for payment. It is not believed 
that these few plans can continue much longer to operate in 
such a discriminatory manner and with such au adverse effect 
upon the public health. Progress may also be reported in the 
field of private insurance companies issuing medical and surgi- 
cal health insurance plans. As one example, the Union Life 
Insurance Company of Chicago has just furnished to the 
American Osteopathic Association a copy of its new revised 
Security Medical and Surgical Expense Policy. This policy 
insures against financial loss suffered by the insured or mem- 
bers of his family for actual medical or surgical expense 
incurred. Apparently, in order to make certain that there can 
be no ambiguity as to what licensed physicians may provide 
medical or surgical service for insured persons, the policy 
now specifically names licensed osteopathic physicians as 
eligible to provide medical or surgical services compensable 
under the company’s policy. It has also heen stated that policies 
of the Union Life Insurance Company already in effect will be 
amended by a rider so as to conform with the provisions of 
the new policy. 

This discriminatory operation and administration of public 
hospitals is a subject which has drawn the serious attention of 
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members of the osteopathic profession. It has been recognized 
that the attention given to this subject has been steadily increas- 
ing since the enactment of the Hill-Burton Act by the United 
States Congress. It is only logical that all the taxpayers who 
pay for the cost of construction and maintenance of public 
hospitals should have the benefit of such facilities. In no 
other public building or utility is the right of all the people 
to benefit from its use and operation limited because of the 
tvpe of professional services which a taxpayer and citizen 
voluntarily chogses to utilize to promote his well-being. The 
decisions of appellate courts in several states indicate, however, 
that where a legislature has delegated to a geverning body 
such as a board of trustees the right to promulgate reasonable 
rules and regulations in the administration of a public hospital 
whether of a state, county, district, or municipal type, and 
has not directed that all licensed physicians and surgeons 
shall have the use of such public institutions, the governing body 
may by rule or regulation determine that only the practitioners 
of one school of medicine may have the right to render 
professional services in the public hospital. Where the legisla- 
ture has specifically directed that all licensed physicians, 
including licensed doctors of osteopathy, may render health 
‘services in the hospital, the power of the governing board 
of the hospital to promulgate such a rule or regulation based 
solely on the school of practice is withdrawn. When_ the 
legislature has not seen fit to direct or order the governing 
hody to permit all licensed physicians to use the hospital, the 
appellate courts when reviewing the issue of the right of 
various practitioners to use a public hospital, have held that 
the differences which exist between the schools of medicine 
furnishing health services is a valid basis for promulgating 
a rule or regulation which permits only the practitioners of 
one of the schools to use the hospital facility. Because of 
the differences between the schools of medicine, the courts 
have stated that such a rule or regulation promulgated by 
the governing board of a hospital is not unreasonable or 
arbitrary. A governing board of a hospital which has estab- 
lished such a rule or regulation has exercised an administrative 
power delegated to it by the legislature and such an exercise 
of administrative authority will not be interfered with by a 
court. Where a rule or regulation which discriminates against 
one or more of the schools of medicine has been adopted by 
the governing board of the hospital it may, however, be 
revoked, changed, or amended by the governing board of the 
hospital as it sees fit. In brief, the law seems*to be that there 
is no constitutional right of any physician to practice in a 
public hospital and the governing body of a public hospital, in 
the absence of a statutory limitation, may or may not in its 
discretion, permit the practitioners of all schools of medicine 
to provide professional health services in the hospital. The 
only legal restriction upon the governing body is that the rules 
and regulations promulgated by it may not be legally unrea- 
sonable or arbitrary. It is of interest to note in this regard 
that a 35-bed hospital located at Wolfe City, Texas, which 
was constructed by the municipality at a cost of $125,000 
has been leased tq an osteopathic physician by the hospital 
board. The hospital is fully equipped and is staffed solely 
by osteopathic physicians located in Wolfe City and neigh- 
horing communities. 

The year 1952 will see some fourteen different state legis- 
latures meet in general or special sessions. In recent years 
the subject of public health has become a subject of major 
importance. Improvements in health facilities and the ex- 
pansion of state health programs merit increased attention. It 
seems likely that many important public health bills will be 
considered by these sessions of the legislatures. Since the 
osteopathic school of medicine is one of the major schools 
providing health services in this country, the burden of carry- 
ing out the provisions of new health laws falls in part upon 
its members. Its offer to assist in furnishing accurate informa- 
tion and data in public health problems to the legislatures can 
be relied upon. Few states remain unaware of the part that 
the osteopathic profession plays in the public health system 
of this country. 
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BILLS IN CONGRESS 


HR. 302—Mr. Rankin of Mississippi. To redefine eligi- 
bility requirements for appointment of pharmacists in the 
Veterans Administration. Passed House June 18, 1951. 

HR. 1043—Mr. D’Ewart of Montana. To provide for 
medical services to non-Indians in Indian hospitals. Passed 
House July 2, 1951. 

HR. 3298—Mr. Durham of North Carolina. Amends 
Federal Food, Drug and Cosmetic Act to legalize original and 
refill prescriptions of drugs by telephone. Public Law 215, 
approved October 26, 1951. 

HR. 3709. Appropriations, Federal Security Agency, 1952. 
Reenacts limitation against Federal Children’s Bureau discrimi- 
nation against persons licensed under State law to practice 
obstetrics. Public Law 134, approved August 30, 1951. 

HR. 4473. Revenue Act of 1951. Raises individual income 
tax rates generally 1134 per cent effective November 1, 1951. 
Persons 65 or over may deduct from gross income all medical 
expenses up to $2500. The amendment for a restricted re- 
tirement fund for self-employed professional persons was 
withdrawn by its author during Senate debate, with the 
understanding that further study and future action would be 
accorded. Until 1941 certain classes of nonprofit organizations 
including colleges and hospitals were exempt from the tax on 
admissions. The new law restores the exemption with limita- 
tions, namely, the educational organizations must be Federal 
income tax exempt and maintain a regular faculty and cur- 
riculum, and the hospitals must be Federal income tax exempt 
and either recipients of Federal or State financial support or 
prumarily supported by public contributions. Public Law 183, 
approved October 20, 1951. 

HR. 4484. Submerged Lands Act. Confirms titles of States 
to lands beneath navigabile waters within State boundaries 
and to natural resources within such lands and waters, and 
to provide for use and development of resources of such 
lands and certain resources of the continental shelf lying out- 
side of State boundaries. During House consideration an 
amendment to devote income from mineral leases on submerged 
land to aid for education was ruled out on point of order. 
Passed House July 30, 1951. 

HR. 4519—Mr. Baring of Nevada. Antivivisection in the 
District of Columbia. 

HR. 4546—Mr. Berry of South Dakota. To provide for 
education, medical attention, relief of distress, and social wel- 
fare of Indians in Sovth Dakota. 

HR. 4549—Mr. Ciemente of New York. To establish a 
hospital for juvenile drug addicts. 

HR. 4569—Mr. Dollinger of New York. 
4549, 

HR. 4576—Mr. Polk of Ohio. To amend the Civil Air 
Patrol Act of May 26, 1948. 

HR. 4748—Mr. Rhodes of Pennsylvania. To amend the 
Revenue Act to grant additional income tax exemptions and 
deductions to taxpayers who are permanently disabled or 
supporting dependents who are permanently disabled. 

HR. 4912—Mr. Perkins of Kentucky. To establish the 
Federal Agency for Handicapped. 

HR. 4943—Mr. Herter of Massachusetts. To amend the 
Social Security Act to extend the old age and survivors 
insurance system to individuals engaged in the practice of 
dentistry. 

HR. 4966—Mr. Bartlett of Alaska. Relating to the hos- 
pitalization of the mentally ill of Alaska. 

HR. 5038—Mr. Forrester of Georgia. To extend G.I. 
benefits including education and training to veterans serving 
on or after June 27, 1950. 

HR. 5040—Mr. Rankin (by request), of 
Same as HR. 5038. 


Same as HR. 


Mississippi. 


HR. 5133—Mr. Cole of New York. To liberalize the 
requirements for appointment in the Nursing Service of the 
Department of Medicine and Surgery in the Veterans Adminis- 
tration. 

HR. 5215. Supplemental Appropriation Act, 1952. In- 
cludes $3,500,000 for National Science Foundation program. 
Public Law 253, approved November 1, 1951. 

HR. 5412—Mr. Cotton of New Hampshire. Granting the 
consent of Congress to any two or more of the States of 
Maine, New Hampshire, and Vermont to enter into a compact 
relating to the joint construction of buildings and institutions 
necessary to satisfy human needs in the fields of education, 
hospitalization, welfare, and correction. 

HR. 5414—Mr. Tollefson of Washington. To amend the 
Public Health Service Act to create a National Multiple 
Sclerosis Institute. 

HR. 5609—Mr. Murray of Tennessee. To permit the 
transmission in the mails of poisonous drugs and medicines to 
“licensed physicians, surgeons, dentists, pharmacists, druggists, 
cosmetologists, barbers and veterinarians.” 

HR. 5662—Mr. Durham of North Carolina. Relating to 
the practice of pharmacy in the District of Columbia. 

HR. 5663—Mr. Durham of North Carolina. Relating to 
control, inspection, and equipment of pharmacies in the District 
of Columbia. 

HR. 5795—Mr. Mansfield of Montana. Same as HR. 5414. 

HR. 5821—Mr. Simpson of Illinois. To amend the Defense 
Production Act of 1950 to insure necessary materials to 
complete construction of schools, hospitals, and churches 
programmed before September 8, 1950. 

HR. 5853—Mr. Priest of Tennessee. School Health, Safety, 
and Physical Education Instruction Act of 1951. 

H.Res. 238—Mr. Yates of Illinois. Creating a Select 
Committee on Problems of the Aging. 

H.Res. 265—Mr. Bolling of Missouri. Same as H.Res. 238: 

H.Res. 364—Mr. Cox of Georgia. Creating a Congres- 
sional committee to investigate educational and philanthropic 
foundations and other comparable organizations which are 
exempt from Federal income taxation to determine which 
are using their resources for purposes other than those for 
which they were established, and especially to determine which 
are using their resources in un-American and subversive activi- 
ties. Favorably reported August 15, 1951, House Report 881. 

H.Res. 474—Mr. Bailey of West Virginia. Expressing 
the sense of the House of Representatives that the National 
Production Authority and the Defense Production Administra- 
tion take appropriate action to provide a greater quantity of 
metals for construction of schools and hospitals. Passed the 
House October 19, 1951. 

S. 106—Mr. Johnston of South Carolina. Amending Op- 
tometry Act for the District of Columbia. Reported in Senate 
September 17, 1951. S. Report 776. 

S. 260—Mr. Neely of West Virginia. Making cancer 
reportable in the District of Columbia. Public Law 8&3, ap- 
proved July 27, 1951. 

S. 337. Emergency five-year program of aid in fields of 
medicine, osteopathy, dentistry, dental hygiene, public health, 
and nursing. Re-reported in Senate October 18, 1951, 5. 
Report 1025. 

S. 1167—Mr. Pastore of Rhode Island. Requires pre- 
marital examination of all applicants for marriage license in 
the District of Columbia, examination to be performed by 
licensed doctor of medicine or doctor of osteopathy. Passed 
Senate June 21, 1951. 

S. 1698—Mr. Mundt of South Dakota. Same as HR. 4546. 

S. 1717—Amends Defense Production Act of 1950. The 
Act of 1950 exempted from price control the “Rates or fees 
charged for professional services.” As amended by S. 1717, an 
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exemption also extends to “wages, salaries, and other com- 
pensation paid to physicians employed in a_ professional 
capacity by licensed hospitals, clinics, and like medical institu- 
tions for the care of the sick or disabled.” Public Law 96, 
approved July 31, 1951. 

S. 1848—Mr. Frear of 
Disaster Act of 1951. 

S. 1874—Mr. Murray of Montana. National Leprosy Act. 

S. 1875—Mr. Humphrey of Minnesota. Health Services 
Facilities Act. Provides Federal assistance to nonprofit, pre- 
payment medical care associations. 

S. 1940—Mr. George of Georgia and Mr. Kerr of Okla- 
homa. To provide G.I. educational benefits to veterans serving 
on or after June 27, 1950. 

S. 2171—Mr. Hili of Alabama and Mr. Aiken of Vermont. 
Voluntary Health Insurance Act. Identical with S. 1456 of 
last Congress. 

S. 2246—Mr. Lehman of New York. Prevention of 
Chronic Disease Act. Provides funds for establishing and 
maintaining more adequate public health services for the early 
detection of chronic diseases, and for referral of persons so 
afflicted to appropriate medical personnel, hospitals, clinics, 
and agencies, and for testing and demonstrating methods of 
providing more adequate care and for restoring the chronically 
ill to productive activity. 

S. 2247—Mr. Lehman of New York. Aid to Diagnostic 
Clinic Acts. To enable public maintenance of more adequate 
outpatient services in hospitals and health centers for the 
early detection of disease, and for referral of persons to 
appropriate medical personnel, hospitals, and clinics. 

S. 2248—Mr. Lehman of New York. Assistance to Diag- 
nostic and Health Clinics Act. Aid for establishment of 
clinics and medical groups designed to afford improved diag- 
nostic service, or improved diagnostic and curative service. 
Eligible borrowers under the act would be groups of physicians 
or dentists, or a medical schoo!, teaching hospital, or other 
public or nonprofit private organization undertaking to maintain 
a staff of physicians or dentists. Group borrowers would 
give assurance of maintaining their principal professional 
activity and as a group responsibility to “engage in the co- 
ordinated practice of medicine (or medicine and dentistry ).” 


S. 2301—Mr. Ives of New York, and others. 
Education Act of 1951. Similar to HR. 910. 

S. 2325—Mr. Humphrey of Minnesota. Accident Preven- 
tion Act of 1951. 

S. 2337—Mr. Lehman of New York. Revives EMIC pro- 
gram, and also provides grants in aid to the States for 
hospitalization of the dependents of enlisted servicemen. 
Expresses the policy of Congress that the States shall make 
use of voluntary non-profit health organizations in implement- 
ing both programs. 


Delaware (by request). War 


Nursing 


S.J.Res. 99—Grants consent of Congress to certain western 
States to establish the Western Interstate Commission for 
Higher Education. 

The Second Session of the 82nd Congress convenes January 
8, 1952. All proposed legislation retains the status reached on 
the day of final adjournment of the First Session, October 
20, 1951. 


DR. MOUNTIN HEADS BUREAU OF STATE SERVICES 


On November 1, 1951, Dr. Joseph W. Mountin became 
Chief of the Bureau of State Services, Public Health Service, 
succeeding Dr. C. L. Williams, Chief of the Bureau for the 
last 5 years. 

Dr. Mountin, an associate chief of the Bureau of State 
Services since 1947, is known throughout the field of public 
health as the “father” of many Service programs. In recent 
years Dr. Mountin has been the Bureau's chief spokesman 
in the fields of chronic disease control and health programs 
for the aging. He is also an advocate of better coordination 
of hospital and local health facilities. Two of the major field 
facilities of the Bureau of State Services—the Communicable 
Disease Center at Atlanta, Georgia, and the Arctic Health 
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Research Center at Anchorage, Alaska-—were established 
largely through his efforts. 

In cooperation with the State health departments, the 
Bureau which Dr. Mountin now heads administers such pro- 
grams as milk and food sanitation, water purification, water 
fluoridation, venereal disease and tuberculosis control, air and 
water pollution control, public health nursing, health education, 
vital statistics, and occupational health. Interlocked with 
these activities is the administration of grants-in-aid to the 


States for health services. 


COMPARATIVE DEATH RATES IN 1949 AND 1950 


Death rates in the United States for several important dis- 
eases—including acute poliomyelitis, tuberculosis, and measles 
—fell significantly in 1950 compared with 1949, according to 
Federal Security Administrator Oscar R. Ewing. 

His statement was based on vital statistics compiled by 
the Public Health Service which recently released final 1949 
death rates for 32 selected causes of death, and estimated 1950 
rates based on a 10 per cent sample of death certificates. 

The death rate for acute poliomyelitis, per 100,000 popula- 
tion, fell off by 39 per cent in 1950. In actual numbers there 
were 2,720 polio deaths in 1949, and 1,690 estimated for 1950. 
This is believed to parallel a drop in cases reported in 1950 
compared with 1949. The tuberculosis death rate dropped 16 
per cent, for an estimated decrease of 5,470 deaths. The death 
rate for measles was cut in half, coinciding with a decline in 
the number of cases of measles in 1950. 

Other important causes of death with decreases in death 
rates were gastritis and some intestinal diseases, cirrhosis of 
the liver, complications of pregnancy, and homicide. The 
maternal death rate, per 10,000 live births, dropped from 9.0 
in 1949 to an estimated rate of 7.2 in 1950, a record low. 

Death rates for influenza and pneumonia for 1950 increased 
slightly over 1949, probably as a result of the influenza epi- 
demic during the late winter and early spring months of 1950. 
The death rate for diseases of the heart also increased slightly 
while the rate for cancer remained at about the same level in 
both years. 


CAUSES OF DEATH IN CHILDREN 


Vital statistics now available reveal that deaths from 
heart disease and cancer among children of school age exceed 
in number deaths, from all infections and parasitic diseases 
combined, it was announced by the Federal Security Agency. 

The announcement is based on a study by the National 
Heart Institute of the National Institutes of Health, Public 
Health Service, of population mortality figures compiled by 
the National Office of Vital Statistics. 

In 1948, the’ latest year for which complete figures are 
available, the study revealed cardiovascular disease and cancer 
deaths—with rheumatic heart disease and leukemia the leading 
causes—totaled 4,514 in the 5 to 19 age group. In comparison, 
the infectious and parasitic diseases—with tuberculosis the 
chief cause of death—accounted for 3,990 deaths in the same 
age group. 

“It should be emphasized that the comparison is only 
relative,” Dr. Leonard A. Scheele, Surgeon General of the 
Public Health Service, pointed out. “Actually, there has been 
an overall decline in the number of all deaths from diseases 
in childhood, including those due to both heart disease and 
cancer. But the decline in the infectious and parasitic diseases 
has been overwhelmingly greater. This can be attributed for 
the most part to the antibiotics and improved measures for 
detecting and preventing these diseases.” 

The report shows that the death rate from infectious 
and parasitic diseases in the 5 to 19 age group dropped from 
48.2 per 100,000 in 1933 to 11.5 per 100,000 in 1948. During 
the same period heart and cancer deaths in the group dropped 
from 19.8 to 13.0 per 100,000 persons. Accidents, however, 
continue as the leading cause for all deaths in the age group, 
totaling 11,348 in 1948, or a rate of 32.8 per 100,000 children. 
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